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bond  vve  share  is  only  expenenced  bý  the  tew  fortunate. There  are  tew  in  depth  attempts  to  address  the  question:  v,  -hy  teach  ethics  to  medical 
students'?  This  thesis  argues  that,  identifying  moral  growth  and  development  as  the 
pnmary  goal  in  teaching  medical  ethics  is  essential. 
Lawrence  Kohl  berg's  moral  development  theory  is  the  starting  point  for  this 
research.  This  is  important  to  understand  the  work  of  the  researcher  at  the  Medical 
School  in  Kuwait. 
The  instrument  used  in  assessing  the  moral  reasoning  of  medical  students  at  Kuwait 
University  is  the  Defining  Issues  Test  (DIT),  wliich  was  devised  at  the  University  of 
Minnesota. 
The  study  hypothesis  is  that  the  rigid,  authoritarian  medical  education  at  Kuwait 
University  that  lacks  any  emphasis  on  medical  ethics  will  inhibit  the  expected  growth 
in  moral  dcvelopment  of  medical  students. 
With  a  disappointing  response  rate  of  only  27.8%,  it  was  found  that  normally 
cxpected  growth  did  not  occur  in  the  first  four  years  of  medical  education.  suggesting 
that  the  educational  experience  somehow  inhibited  student's  moral  reasoning  ability 
rather  than  tacilitating  it. Ple  resufts  of  this  study  cannot  be  understood  in  isolation  from  the  general 
understanding  of  the  fabric  of  the  researcher  society.  which  was  detailed  in  Chapter 
Fi  ve. 
The  implication  of  this  study  is  basicallý,  that  medical  education  that  ignores  the 
moral  nature  of  medicine  will  fail  its  own  purpose,  the  needs  of  its  students  and  the 
welfare  of  society. "Men  and  women  are  human  beings  before  they 
are  lawyers  or  physicians,  and  if  you  help  them  to 
be  capable  and  sensible  human  beings,  they  will 
make  themselves  capable  and  sensitive  lawyers  and 
physicians". 
(John  Stuart  Mill) 2 
The  moral  problems  of  medicine.,  already  strong  and  apparent,  haý,  e  generated  a  great 
deal  of  lay  and  professional  interest  in  bioethics  worldwide.  To  meet  this  gro,  ýNing 
Mterest,  many  institutes  now  offer  courses  or  programmes  in  biomedical  ethics  to 
medical  students,  nursing  students,  young  doctors,  and  to  the  general  public. 
Presumably  this  increased  interest  in  the  moral  aspects  of  medicine  has  revolved 
around  the  desire  to  produce  good  physicians  for  society  -  ones  vvith  excellent 
technical  skills  and  sound  moral  integrity. 
Moral  development,  I  argue,  throughout  this  thesis  ought  to  be  the  primary  goal  of 
teaching  medical  ethics.  This  presupposes  that  there  is  such  a  thing  as  moral 
development  or  moral  growth,  that  one  can  become  more  moral  through  education 
and  that  there  are  standards  to  judge  if  a  person  is  growing  in  morality. 
Moral  development  is  a  general  concept  that  includes  growth  in  compassion  and 
kindness;  it  reflects  the  ability  to  show  in  action  and  judgements  respect  for 
autonomy  and  beneficence,  it  is  all  about  being  just  and  responsible. 
Doctor's  decisions  and  actions,  I  think,  are  not  a  simple,  narrow  reflection  of  their 
professional  medical  training  or  education;  rather  they  reflect  what  sort  of  person 
they  are. 
What  is  central  to  making  moral  development  the  primary  goal  of  teaching  medical 
ethics,  Is,  I  believe,  the  unity  it  emphasizes  of  medical/professional  ethics  and 
rvrsonal/general  morality.  This  entails  the  recognition  that  being  a  physician  does S 
not  dispense  the  doctor  from  ihe  ethical  challenges  of  being  a  good  person.  But  what 
should  the  good  doctor  be  good  at? 
In  consideung  the  concept  of  a  doctor  and  how  theJob-  of  doctor  is  best  dcscnbed. 
Downie  et  al  suggests  (1)  that: 
"Occupations  can  be  described  or  classified  from  three  different  points  of  view,  or  in 
terms  of  three  different  sets  of  concepts:  as  role  jobs,  skills  jobs  and  aim  jobs". 
Evidently  many  jobs,  while  they  fall  more  clearly  into  one  definitional  category  than 
another,,  will  nonetheless  involve  the  other  categories  also.  For  example,  being  a  lord 
mayor  while  being  a  role  job  (i.  e.  ajob  defined  in  terms  of  rights  an  duties)  is  still 
likely  to  require  certain  skills  to  do  the  job  successfully.  However,  as  Downie 
suggests,  an  adequate  definition  of  the  job  requires  no  reference  to  particular  skills. 
It  is difficult  to  define  some  jobs  within  one  category  rather  than  another,  medicine  is 
a  good  example.  Medicine  is  indeed  clearly  a  role  job.  The  roles  of  doctors  are 
defined  and  legislated  for,  in  terms  of  rights  and  duties.  To  practice  competently 
there  are  certain  clearly  identifiable  skills  which  the  doctor  must  have.  These  skills 
which  are  based  on  a  broad  factual  knowledge,  range  from  simply  knowing  how  to 
take  blood  to  the  more  complex  knowing  how  to  attach  a  detached  retina. 
In  addition  to  the  practical  skills.  all  doctors  regardless  of  speciality  require  skills  in 
con-imunicating  effectively  with  their  patients  The  doctor  also  has  reasonable  clear 
aini!  '.:  that  of"alleviating  suffering  and  the  cure  and/or  care  of  the  sick  and  promotion 4 
of  health.  Therefore,  the  occupation  of  a  doctor  and  being  a  doctor  is  accurately 
definable  in  terms  of  roles,  skills  and  aims.  However,  looking  at  healthcare  practice 
purely  in  terms  of  role,  with  its  duties  and  rights,  at  skills  necessary  for  competent 
practice,  or  at  the  end  result  or  aim  of  practice  may  not  be  sufficientIv  rich  or 
comprehensive  analysis  of  what  actually  is  of  importance  for  doctors  to  know.  to  do, 
or  most  importantly  to  be. 
Downie  suggests  that: 
(2) 
"Moral  agents  are  always  people  acting;  sometimes  they  act  simply  as  persons,  and 
sometimes  as  persons  in  certain  roles  or  capacities.  However,  many  rights  and  duties 
of  the  role  affect  a  given  action,  the  morality  of  the  action  is  never  wholly  reducible 
to  the  fights  and  duties  of  the  role;  there  is  always  an  irreducibly  personal  element  in 
any  moral  action  and  a  person  cannot  completely  transfer  the  moral  responsibility  for 
what  he/she  does  to  his  role". 5 
What  Downie  says  here  is  important  to  understand  the  following  very  true  case: 
A  group  of  fifth  year  medical  students  at  Kuwait  University  are  having  their  first 
clinical  experience  in  the  wards  of  the  main  teaching  hospital  in  the  countrN.  They 
have  been  introduced  to  Mr  X.  a  79-year-old  male  patient  who,  a  few  days  earlier  had 
been  diagnosed  with  pfimary  prostrate  cancer  and  secondary  metastasise  to  his  bones 
and  liver.  After  10  minutes  explanation  of  how  to  (PR)  the  patient  -  examining  the 
patient  (per  rectum),  the  senior  registrar  asked  the  five  students  to  start  the 
examination. 
Throughout  the  examination  the  patient  was  very  co-operative.  At  the  end  of  the 
examination  and  before  leaving  the  room  the  patient  started  shaking  the  students 
hands.  The  other  female  student  in  the  group  refused  to  shake  his  hand  saying  it  is 
"Hararn  Uslamically  Forbidden)"  to  touch  a  male's  hand,  the  patient's  reply  was  "so  it 
is  Hararn  to  shake  my  hand,  but  not  Haram  to  shove  your  fingers  up  my  bottom". 
To  this  the  senior  registrar  had  no  comment  to  make,  no  gesture  of  disapproval  and 
no  hints  of  concem.  By  using  this  example,  I  wanted  to  show  how  medical  education 
sometimes  leaves  the  quality  of  the  medical  students  -  later  the  doctor  -  moral 
character  to  chance.  The  student.  during  preparation  for  the  role  of  doctor,  should  be 
helped  to  become  aware  that  ftilfilling  this  role  involves  elements  of  respect, 
sympathy  and  the  abilit-y  to  relate.  To  have  this  týpe  of  respect  and  ability  demands 
education  that  is  aimed  at  increasing  the  moral  sensitivity  and  focuses  on  the  moral c 
growth  of  the  young  developing  student  over  and  above  that  with  which  they  arrive  to 
the  medical  school. 
One  approach  to  attain  this  goal  is  to  introduce  medical  students  to  the  world  of 
medical  ethics. / 
"Medicine  now  as  never  before  must  be  rehumanized.  If  this  is  to 
come  about,  study  of  the  social  and  ethical  aspects  of  medicine 
must  become  an  integrated  part  of  the  medical  school  curricula". 
(Veatch  and  Gaylin,  1972). 8 
1,  L  THE  EMEHGENCE  OF  MEDICAL  ETHICS  EDUCATION 
Medical  ethics,  traditionally,  has  referred  to  the  standards  of  professional  competence 
and  conduct,  which  the  medical  profession  expects  of  its  members.  Medical  ethics  in 
this  sense  embraces  fon-nal  and  informal  codes  of  practice,  medical  communication 
and  accepted  professional  standards.  Medical  ethics  is  also  used  in  a  second  sense 
that  refers  to  the  study  of  ethical  or  moral  problems  raised  by  the  practice  of 
medicine.  These  problems  arise  when  there  is  a  conflict  between  different  principles 
embodied  in  accepted  codes,  or  when  principles  previously  accepted  begin  to  be 
questioned. 
The  last  20  years  have  witnessed  the  emergence  and  establishment  of  medical  ethics 
education  in  both  senses  as  a  standard,  if  not  universal,  component  of  undergraduate 
and  graduate  medical  training.  Many  reasons  and  expectations  underlay  this  growing 
professional  interest  in  ethics  education.  First,  there  are  changes  in  the  societal  and 
ideological  context  of  medical  practice.  What  I  personally  expect  from  my  general 
practitioner  (GP)  now  is  different  from  what  my  parents  expected  from  their  doctor 
30  years  ago.  Secondly,  the  new  technical  capabilities  pose  unprecedented  ethical 
questions  on  the  doctor's  daily  practice.  Think  of  how  ventilators,  dialysis  machines 
and  the  hurnan  genome  project,  just  to  mention  a  few,  have  changed  forever  the 
medical  practice.  Thirdly,  there  is  increased  media  coverage  of  the  ethical  issues  in 
modeni  healthcare  that  is  fuelling  our  patients'  interest  in  knoWing  more  information 
about  their  health  or  the  lack  of  it.  To  quote  Downie  (3)  : C4 
"The  public  is  now  better  educated  than  (:  ver  before  on  healthcare,  i-  better  infbrmed 
on  legal  nghts,  and  in  general  is  consurner-conscious". 
11  MEDICAL  ETHICS  TEACHING  -  THE  LK  EXPERIENCE 
Some  information  on  the  arrangements  for  medical  ethics  teaching  was  included  in 
the  Survey  of  Basic  Medical  Education  conducted  by  the  General  Medical  Council  in 
1975-1976  (4).  In  that  survey,  the  topic  of  medical  ethics  was  discussed  together  \\-Ith 
the  speciality  of  Forensic  Medicine,  the  GMC  reported  "Courses  in  traditional 
Forensic  medicine  appeared  to  be  diminishing  in  the  UK,  but  there  was  disagreement 
as  to  how  to  replace  them".  In  1984  the  GMC  Education  Committee  held  a 
conference  on  the  subject  of  medical  ethics  education,  and  in  the  same  year,  with 
encouragement  from  the  GMC  and  a  grant  from  the  Nuffield  Foundation,  the 
Institute  of  Medical  Ethics  convened  a  working  party  to  study  the  teaching  of  medical 
(5) 
ethics  in  British  medical  school  chaired  by  Sir  Desmond  Pond 
The  Working  Party  was  asked  to  express  and  illustrate  understanding  of  medical 
ethics  teaching  and  to  identify  existing  teacliing  an-angements. 
At  the  end  of  1984,  a  questionnaire  on  the  teadhing  of  medical  ethics  was  sent  to  the 
Deans  of  30  British  medical  schools,  ef  which  .  16  replied.  During  1985,  a  similar 
questionnaire  was  sent  to  medical  students  representatives  (the  Presidents  of  Medical 
Students  Unions  in  each  of  the  British  Medical  Schools  and  student  Officcrs  of 
Medical  groups)  wid  30  replies  , vcre  rece:,.,,  ed. The  Deans  and  medical  students  were  each  asked  seven  questions.  These  concerned: 
I.  The  school's  policy  on  ethics  teaching. 
2.  Timetabled  periods. 
3.  Encouragement  of  informal  discussion. 
4.  Involvement  of  non-medical  teachers. 
5.  Assessment  and  encouragement  of  student's  familiarity  with  ethical  issues. 
Extra-curricular  activities. 
7.  The  respondent's  views  on  medical  ethics  teaching. 
In  1987,  evidence  to  the  Working  Party  suggested  the  following: 
I.  Most  British  medical  schools  included  some  problem-orientated  as  well  as 
traditional  ethics  teaching  inýtheir  undergraduate  curricula. 
2.  The  total  number  of  timetabled  periods  of  ethics  teaching  is  not  large. 
3.  The  amount  of  informal  discussion  of  ethical  topics  encouraged  by  clinical 
teachers  was  difficult  to  estimate,  but  appeared  to  range  from  the  regular  to 
the  non-existent. 
4.  Ethics  teaching  was  encouraged  particularly  by  such  departments  as 
obstetrics,  Paediatrics,  General  Practice  and  community  medicine,  and  in  a 
few  schools  short  ethics  courses  had  been  introduced. 
5.  Non-medical  teachers  were  normally  involved. 
6.  Very  few  medicai  teachers  appeared  to  have  had  any  specific  training  in 
medical  ethics  teaching. 
7.  Most  Deans  considered  ethics  teaching  "Important"  but  were  doubtful  about introducing  it  as  a  ý--eparate  subject.  - 
8.  Students  vieNý,,  s  on  thc-se  matters  were  not  markedly  different. 
At  the  end  (of  its  three-year  inquiry  into  medical  ethics  teaching,  the  Working  Party 
made  tat  following  recommendations: 
I.  Medical  ethics  teaching  should  recur  at  regular  intervals  throughout  medical 
training,  and  time  should  be  set  aside  within  existing  teaching  for  ethical 
reflection  relevant  to  each  stage  of  the  student's  experience. 
2.  Clinical  teaching  of  ethics  should  normally  begin  from  clinical  examples. 
Such  teaching  should  be  exploratory  and  analytical  rather  than  hortatory,  and 
adequate  provision  should  be  made  for  small-group  discussions  supported  b,,,,, 
critical  reading  of  relevant  papers  on  medical  ethics. 
3.  Interested  medical  teachers  should  be  encouraged  and  assisted  to  undertake 
further  study  of  medical  ethics  in  the  context  of  courses  already  available. 
4.  Multidisciplinary  ethics  teaching  sessions  should  be  timetabled  at  regular 
intervals  within  existing  clinical  teaching.  These  sessions  should  nonnally 
involve  a  teacher  or  teachers  with  training  in  the  analytic  disciplines  (moral 
philosophy,  moral  theology  or  law)  and,  when  appropriate,  representatives  of 
the  professions  associated  with  medicine,  together  with  representatives  of 
articulate  and  considered  lay  opinion. 
5.  Course  introducing  students  to  ethics  should  not  be  undertaken  without 
caret'Ul  planning,  drawing  on  the  experience  of  other  school  and  bodies 
(including  the  Institute  oi'Medical  Ethics)  already  involved  in  medical  ethics 
teaching. 6.  Care  shoula  be  take-n  to  avoid  leaving,  ethics  teaching  in  the  hands  of  a 
teacher  whose  tendenzy  -is.  to  -promote  a  single,  political.  religious  or 
philosophA;  caAl  viewpoint. 
7.  Those  planning  ethic.  -, )  %,  II  importance  t  aching  should  bear  in  mind  that  the  i 
attached  to  a  subject  is  cl-.  mrly  reflected  in  the  hour  or  day  set-aside  for  it. 
8.  Examination  questions  or  essays  and  where  appropriate  project  work  oii 
ethical  issued  should  be  included  in  the  assessment  leading  to  a  medical 
qualification.  The  purpose  of  such  assessment  should  be  to  verify  that 
students  are  able  to  think  critically  and  logically  about  ethical  issues  in 
medicine  in  the  light  of  counter  arguments  to  their  own  position. 
9.  Interested  medical  students  should  be  encouraged  and  assisted  to  undertake 
elective  courses  arranged  by  or  in  co-operation  with  departments  of 
philosophy,  theology  and  law. 
10.  Medical  ethics  teaching  within  the  curriculum  should  not  be  regarded  as 
superseding  the  unique  contribution  of  student  medical  groups  to  medical 
ethics  teaching  and  learning. 
11.  The  Institute  of  Medical  Ethics  approach  post-graduate  medical  bodies  with  a 
view  to  undertaking  a  study  of  ethics  teaching  in  continuing  education. 
The  Working  Party  inad  consciously  refrained  from  proposing  a  model  curriculum. 
The  recommendation  above,  were  intended  to  be  within  the  scope  of  every  medical 
school  in  the  United  Kingdom. 
Since  the  publicationOf 
tAie  Pond  Report  in  1987,  an  increasing  number  of  medical 
schools  around  the  countr-N  starýed  developing  different  approaches  to  teach  medical 13 
ethics. 
In  December  1993.  the  dcwc!  i.  ment  Tomorrow's  Doctors,  produced  by  the  General 
Medical  Council,  has  prompted  a  long-awaited  change  in  medical  education  (6'.  The 
f  undamental  points  were,  first  that  the  curriculurn  suffers  from  an  overload  of 
subjects,  and  second,  that  there  is  a  dearth  of  what  could  properly  be  called  education 
in  what  the  students  do.  To  remedy  these  two  points  the  GMC  has  proposed  a  ne%N, 
curriculum  framework  comprising  a  core  and  special  study  modules  (SSMs)  or 
options.  The  core  will  cover  the  knowledge  required  to  function  as  a  house  officer, 
the  SSMs  offer  the  chance  to  study  a  chosen  subject  in  greater  depth.  The  GMC 
stress  that  SSMs  should  not  deal  entirely  with  medical  subject  matter.  It  made  a 
radical  suggestion  in  proposing  that  some  SSMs  might  have  a  language,  literature  or 
history  core.  In  general  terms  the  GMC  sees  SSMs  as  fulfilling  an  educational  aim 
making  a  contributiop  to  the  development  of  future  doctors'  training,  development  ot 
personal  qualities  and  broadening  of  social  contacts. 
In  the  United  States  the  experience  of  teaching  medical  ethics  is  not  significantly 
different. 
Prior  to  the  1970s,  medical  ethics  education  occurred  mainly  through  'Osmosis',  the 
informal  transmission  off  values  and  practices  between  physicians  and  students,  in  the 
traditional  apprenticeship  model  of  meldical  education.  It  is  both  interesting  and 
significant  to  note  Lhat  in  the  1970s,  philosophers,  working  on  their  own  and  in 
collatx)ration  voth  the  first  to  show  an  active  interest  in  the  area  of 14 
medical  ethics,  their  desire  to  ccunteract  what  appears  to  be  the  potential 
dehumanisation  of  the  medical  student  via  -the  medical  curriculum  is  seen  throughout 
medical  literature.  In  19722,  only  4%  ofAmencan  medical  school  taught  medical 
ethics  in  formal  and  required  courses,  although  some  other  school  offered  medical 
ethics  as  an  elective  or  incorporated  ethical  perspectives  into  other  courses  such  as 
(7)  "Introduction  to  medicine"  or  "The  doctor-patient  relationship" 
In  1994  every  medical  school  in  the  United  States  taught  medical  ethics  as  part  of  its 
required  curriculum 
(8) 
I'l  TYPES  OF  ETHICS  PROGRAMMES 
Medical  ethics  teaching  programme  in  North  America  and  the  UK  fall  broadly  into 
two  main  tyWs: 
I.  The  Traditional  Model 
2.  The  Altemative  Model. 
The  content  of  traditional  courses  may  include  ethical  theories,  moral  principles 
(autonomy,  justice,  beneficence,  non  maleficence),  codes  of  medical  ethics  and 
various  clinical  topics.  This  is  delivered  in  general  through  lectures,  small  group 
discussions  and  general  readings. 
The  ethics  teaching  programmes  contained  in  this  model  tend  frequently  to  be  case 
based  or  clinical  in  orientation. Mark  Siegler  and  Edmund  Pellegrino  (9)  suggested  that  ethics  is  central  to  clinical 
medicine  for  at  least  two  reasons.  First  because  ethical  considerations  cannot  be 
avoided  when  physicians  and  patients  must  choose  what  ought  to  be  done  from 
among  the  many  things  that  can  be  done  for  an  individual  patient  in  a  particular 
clinical  circumstance  and  secondly,  because  the  concept  of  good  clinical  medicine 
implies  that  both  technical  and  ethical  considerations  are  taken  into  account. 
rhe  central  focus  of  clinical  ethics  is  then  the  individual  doctor-patient  decision 
making.  The  principal  goal  of  clinical  ethics  is  to  improve  the  quality  of  patient  care 
by  identifying,  analysing  and  contributing  to  the  resolution  of  ethical  problems  that 
arise  in  the  practice  of  clinical  medicine.  It  requires  a  firm  grasp  of  clinical  language 
and  clinical  knowledge  that  must  conclude  in  an  action  for  an  identifiable  patient. 
Clinical  medical  ethics  emphasises  the  mutual  responsibilities  of  physicians  and 
patients  and  the  view  that  patients'  attitudes,  preferences,  values,  and  aspirations  are  a 
central  consideration  in  the  decision-making  process. 
An  example  of  this  model  is  the  doctor-patient  relationship  in  clinical  practice  course 
at  the  Pritzker  School  ot'Medicine  at  the  University  of  Chicago,  where  I  have  spent  a 
year  as  a  fellow  to  the  Maclean  Center  for  clinical  medical  ethics  learning  how  to  be 
able  to  design  a  programme  in  teaching  medical  ethics. 
See  Appendix  A  for  full  course  description. 16 
As  medical  ethics  education  has  continued  to  evolve,  other  models  have  been 
suggested  to  supplement  or  even  replace  traditional  courses.  \4any  of  these 
alternative  approaches  deviate  from  the  traditional  model  in  their  clear  aim  to  shape 
students'  attitudes,  values  and  behaviour  not  only  through  affecting  knowledge  and 
cognitive  skills,  but  also  more  directly.  In  these  endeavours,  medical  ethics  educators 
have  found  numerous  allies  among  social  scientists,  education  specialists,  and 
medical  humanists.  Together  and  separately,  these  educators  have  proposed  a  wealth 
of  different  methods  to  promote  ethical  development. 
"Hwnanising  Medicine:  a  Special  Study  Module"  by  Robin  Downie,  Rob  Hendry, 
Jane  Macnaughton  and  Blair  Smith  from  Glasgow  University  is  a  good  example  of 
the  new  alternative  approaches  (10) 
. 
Their  Module  proposes  a  four  week  course  running  concurrently  at  three  of  the 
Scottish  Medical  Schools:  Aberdeen,  Dundee  and  Glasgow  involving  participation  of 
students  in  small  groups,  university-based  tutors  -  from  different  departments  and 
expert  lecturers  participating  in  the  plenary  week.  The  course  aims  at: 
I.  Encouraging  critical  and  questioning  attitudes. 
2.  Through  studying  examples  of  good  writing,  the  module  aims  at  helping 
students  learn  the  principles  of  good  written  communications. 
3.  'Ibrough  using  good  literature,  the  course  aims  at  engaging  students'  emotions 
and  challenging  their  hidden  values  and  prejudices  allowing  them  to  develop 
, ýcltlawareness. i/ 
4.  By  studying  literature  that  portrays  physicians  and  illness,  students  will 
understand  different  ways  in  which  these  are  perceived  by  different  sections 
of  society. 
5.  The  students  will  have  the  chance  to  break  the  walls  that  isolate  them  from 
other  students,  at  different  faculties.  This  will  help  to  expand  the  student's 
outlook  and  reduce  the  damaging  insularity,  which  is  a  feature  of  current 
medial  education  worldwide. 
The  impetus  towards  designing  this  course  has  come  from  the  General  Medical 
Council  who  are  expecting  medical  schools  to  include  a  wide  range  of  subjects  -  not 
just  medical  -  within  the  new  framework. 
The  reading  for  this  module  will  contain  a  mixture  of  prose,  poetry  and  drama.  with  a 
mixture  of  classics  and  modem  writers. .L 
Anthologies 
Downie,  R.  S.  (ed)  (1994)  The  Healing  Arts.  -  An  Oxford  illustrated  Antholop-. 
Oxford:  Oxford  University  Press. 
Enright,  D.  J.  (ed')  0  989)  The  Faber  Book  of  FeN  ers  and  Frets.  London.  Faber 
and  Faber. 
Porter,  Roy  (ed)  (  199  1  The  Faber  Book  of  Madness,  London:  Faber 
and  Faber. 
Lowbery,  Edward  (ed)  (1990)  Apollo:  An  Anthology  of  Poems  by  Doctor  Poets. 
London:  The  Keynes  Press. 
Illness,  Disease,  Disability  and  Madness 
Sontag,  Susan  (1979)  Illness  as  Metaphor.  Harmondsworth:  Penguin  Books. 
Holub,  Miraslav  (1990)  Vanishing  Lung  Syndrome.  London:  Faber  and 
Faber. 
Ibsen,  Flenrik  (1882)  Ghosts  in  Plays:  One  (1980)  London:  Methuen. 
I  logg,  James  (1824)  The  Private  Confessions  of  a  Justified  Sinner. 
Harmondsworth:  Penguin  Classics. The  Doctor 
Berger,  John  and  Mohr,  A  Fortunate  Man. 
Jean(1967)  Han-nondsworth:  Penguin  Classics. 
Eliot,  T.  S.  (1950)  The  Cocktail  Party.  London.  Faber  and  Faber. 
Chekhov,  Anton  (1892)  Ward  6  from  Lady  with  Lapdog  and  Other 
Stories  Harmondsworth:  Penguin  Classics. 
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Larkin,  Philip  (1992)  'Ambulances:  The  Building  From  Collected  Poems. 
London:  Faber  and  Faber. 
Lamb,  Charles  (1820)  The  Convalescent  from  The  Essays  of  Elia.  London: 
Dent. 
Woolf'.  Virginia  (1925)  Mrs  Dalloway 
Galloway,  Janice  (1989)  The  Trick  is  to  Keep  Breathing.  London: 
Minerva. Z  t, 
Death,  Dying  and  Bereavement 
Dunn.  Douglas  (1985)  Elegies.  London:  Faber  and  Faber. 
Tolstoy.  Leo  (1879)  The  Death  of  Ivan  Ilyich.  Harmondsworth: 
Penguin. 
Lewis,  C.  S.  (1961)  A  Grief  Observed.  London:  Faber  and  Faber. 
de  Beavoir,  Simone  (1964)  A  Very  Easy  Death:  Harmondsworth:  Penguin. 
Ethics 
Ibsen.  Henrik  (1879)  A  Doll's  House  from  Plays  Two  London:  Methuen. 
Buber,  Martin  (1992)  Land  Thous  (trans  by  W.  Kaufi-nann)  New  York. 
Twain,  Mark  0  884)  Huckleberry  Finn. 
JL4  GOALS  OFTEACHING.  MEDICAL  ETHICS 
After  taking  the  decision  to  fight  for  including  medical  ethics  as  a  recognised  course 
in  the  medical  school  curriculum  at  Kuwait  Universitv  in  1992,1  was  faced  ýmth  t,,.  ý,.,  o ,ýI 
important  questions: 
1.  Why  should  one  want  to  undertake  such  a  venture  in  the  first  place? 
2.  What  could  or  should  be  accomplished? 
There  is  a  clear  and  simple  answer  to  the  first  question.  As  a  community  ýve  have  a 
vested  interest  in  making  good  individual  and  communal  ethical  choices:  I  argue  that 
no  doctor,  regardless  of  how  technically  competent,  will  survive  ver-y  long 
(academically,  professionally,  legally,  psychologically  or  physically)  if  they  practice 
their  duties  with  no  moral  content. 
As  for  the  second  question,  there  is  one  fairly  based  answer  to  quote  Daniel 
Callahan  (11)  : 
"At  the  very  least,  courses  in  ethics  should  make  it  clear  that  there  are  ethical 
problems  in  personal  and  civic  litý,  that  how  they  are  understood  and  responded  to 
can  make  a  difference  to  that  life,  and  that  there  are  better  and  worse  ways  of  trying 
to  deal  with  them". 
In  attempting  to  answer  the  second  question  it  is  of  interest  and  relevance  to  review 
the  wide  spectrum  of  objectives  and  goals  of  existing  programmes  both  in  the  USA 
and  the  I  JK  I  think  that  through  these  exercises  many  useful  pointers  and  much  food 
I  tor  thought  can  be  generated. 
The  specific  goals  for  the  teaching  of  ethics  developed  by  the  1980s,  Hastings  Center Project  on  the  teaching  of  ethics  in  higher  education  in  general  are: 
I.  Stimulating  the  moral  imagination. 
2.  Recognising  ethical  issues. 
3.  Developing  analytical  skills. 
4.  Eliciting  a  sense  of  moral  obligation  and  personal  responsibility,  and 
5.  Tolerating  disagreement  and  ambiguity. 
From  the  broad  spectrum  of  the  Hastings  Center  objectives  to  the  very  specific. 
narrow  focused  ones  of  Culver  et  al  programme.  (12) Culver,  et  al  (1985)  identify  their  objectives  as  follows: 
I.  The  ability  to  identify  the  moral  asptcts  of  medical  practice. 
2.  The  ability  to  obtain  a  valid  consent  or  a  v-alid  refusal  of  consent. 
3.  Knowledge  of  how  to  proceed  if  a  patient  refuses  treatment. 
The  ability  to  decide  when  it  is  morally  justified  to  breach 
confidentiality. 
5.  Knowledge  of  the  moral  aspects  of  the  care  of  patients  with  a  poor  prognosis. 
6.  Knowledge  of  issues  relating  to  abortion. 
7.  Inclusion  of  knowledge  of  issues  related  to  the  equable  distribution  of 
healthcare. 
Calman  and  Downie  (1987)  (13)  state  their  objectives  as  follows: 
I.  To  make  the  student  aware  that  decision  making  in  medicine  is  not  value  free. 
2.  To  assist  the  student  in  learning  to  deal  with  moral  decision  making  in  a  more 
rational  way,  by  logic  and  argument,  and  to  enable  them  to  justify  their  own 
views  and  explore  their  own  attitudes  to  moral  problems,  especially  the 
relationship  between  personal  and  professional  morality. 
I  To  help  students  to  come  to  terms  with  conflict  in  ethical  problems.  This 
includes  a  consideration  of  the  role  of  the  doctor  and  the  relationship  with 
other  members  of  the  healthcare  tearn. 4ý 
Osbome  and  Martin  (1989)(  14)  state  that  the  original  aims  of  their  programme  Nvere: 
To  alert  the  students  to  the  subtleties  and  complexities  of  ethical  reasonino  tý, 
2.  To  describe  how  the  complex  nature  of  decision-making  processes  in  the 
hospital  setting  often  involved  data  other  than  technical,  medical  or  scientific 
information. 
I  'I  o  make  clear  that  there  were  a  number  of  ways  of  analysing  particular 
issues. 
4.  To  point  out  the  importance  of  individual  value  systems,  both  of  the  patient 
and  the  healthcare  professional  in  arriving  at  decisions. 
In  1990,  Sulmasy  et  al  suggested  that 
(15) 
: 
"Residency  training  is  a  critical  and  formative  time  in  which  to  implement  training  in 
ethical  aspects  of  patient  care.  Such  training  ought  not  be  construed  as  an  effort  to 
turn  morally  bad  physicians  into  morally  good  physicians".  The  goals  of  such  training 
in  their  opinion  were  to  enhance  patient  care  by: 
I  Imparting  knowledge  of  ethics  vocabulary  and  established  principles  of 
ethical  analysis  and  relevant  legal  and  histoncal  facts. 
1)  Fostenng  skills  that  enhance  the  ability  of  ph-N,  sicians  to  com  municate  wit 
patients,  with  families,  with  colleagues,  and  with  professionals  outside  the 
healthcare  field  regarding  ethical  issues. In  1992,  Self,  Baldwin  and  Wolinsky  (1f))  proposed  the  follovving  objectives  for  their 
medical  ethics  programme  at  the  College  of  Medicine  in  Texas, 
I.  Students  should  be  able  to  identify  and  apply  the  major  ethical  principles  to 
biomedical  cases  using  reflecting  inquiry  to  support  or  refute  the  various 
positions  on  a  given  ethical  issue. 
2.  Students  should  be  able  to  display  a  basic  knowledge  of  the  social  and  ethical 
issues  in  medicine  including  an  understanding  of  the  terminologY  and 
distinctions  that  anse  within  them. 
3.  Students  should  enhance  their  self-knowledge  through  opportunities  to  clarify 
their  attitudes,  values  and  beliefs  with  respect  to  ethical  issues. /- 
4.  Students  should  become  more  tolerant  of  alternative  perspectives  involved  in 
the  complexities  of  healthcare. 
5.  Students  should  enhance  their  moral  reasoning  skills  in  terms  of  applying  the 
principle  of  justice  in  solutions  of  moral  conflicts. 
Mere  are  several  important  points  regarding  the  course  objectives  in  the  literature  on 
medical  ethics  teaching  programmes  that,  I  think,  deserve  attention. 
1.  It  has  been  noted  that  some  ethics  programmes  occasionally  proceed  from  the 
point  of  view  of  how  best  to  protect  patients.  This  approach,  I  think,  is 
potentially  problematic  because  it  pictures  the  doctor  as  a  threat  and  in 
teaching  medical  ethics  the  last  thing  we  want  to  do  is  to  attack  the  picture  of 
"the  doctor"  in  medical  students  minds.  The  students  might  hear  or  feel  that 
the  "person  they  want  to  be  and  are  working  very  hard  to  become  is  bad".  In 
these  programmes  even  if  the  ethical  presentation  is  accurate  in  its  criticism, 
its  value  is  questionable  if  it  does  not  attend  to  the  dynamics  of  the  audience 
(17) z/ 
I  i.  Ordinary  people  -  medicai  mciuded,  pay  little  attention  to  theories 
and  pfinciples  when  they  make  their  moral  decisions,  having  this  in  mind 
realistically  helps  to  design  teaching  programmes  that  are  not  loaded  with 
theories.  Moral  decisions  arc  if-dl  ((-)  ýi  society's  religion,  customs.  traditions. 
and  institutions. 
Ill.  There  is  almost  a  universal  admission  throughout  medical  literature  on  tile 
teaching  of  medical  ethics,  and  its  objections  of  the  difficulty  of  translating 
knowledge  or  theory  into  action. 
Although  there  is  a  growing  awareness  among  doctors  of  ethical  problems 
and  the  formal  elements  required  for  reasonable  solutions,  it  is  questionable 
whether  this  knowledge  is  reflected  in  more  caring  and  compassionate 
behaviour. 
Leon  Kass,  a  phNsician  and  professor  at  the  University  of  Chicago  in  an 
address  celebrating  the  20th  anniversary  of  the  Hastings  Centre, 
commented:  (18) 
"Are  hospital  staft  .  more  civil  and  engaged,  are  nurses  and  doctors  listening 
and  speaking  better  with  patients'?  They  may  now  be  prepared  to  write  Do 
Not  Resuscitate  Orders,  but  are  the),  better  at  attending  the  dying  bet-Ore  the 
occasion  of  carcha,  ý  auest"  And  \vhat  of'  their  general  manners  and zc 
sensibilities"'? 
What  I  understood  ff(,  m  Leon  Kass's  vvords  was  that  clinical  ethics  teaching 
programmes  might  have  been  successful  in  communicating  a  content  and 
fulfilling  a  list  of  goals  or  objectives  in  the  course  manual  -  but  they  have  not 
done  as  well  in  influencing  physicians  to  be  the  sort  of  people  we  would  want 
to  care  for  us  -  for  you,  and  me,  our  parents,  children  and  our  fellow  human 
beings. 
Iv.  The  literature  on  medical  ethics  on  both  sides  of  the  Atlantic  recognised  three 
main  functions  for  outlining  the  course  objectives: 
I.  To  make  clear  to  the  teacher.  )  what  is  to  be  taught  or  facilitated. 
2.  To  make  clear  to  the  students  what  they  are  required  to  achieve. 
3.  To  indicate  how  assessment  might  proceed  and  on  this  point  there  has  been  a 
lot  of  debate. 
V.  Options  for  evaluating  and  assessing  programmes  of  ethics  instruction  tend  to 
fall  into  one  of  two  groups.  The  first  of  these  is  the  more  subjective.  It  relies 
on  methods  such  as  tests,  essays,  as  well  as  research  or  clinical  papers.  These 
methods  were  the  most  employed  in  medical  ethics  teaching  programmes 
evaluation. 
The  second  group  of  evaluating  means  is  the  more  objectives.  It  relies  on e-  j 
L--I  u"  .i  .*,  i-  psychcm-.  -+r,,.  -.  dat&  It  is  mfluenced  by  the 
x-ork  of  K,  )I,!,  -ltlg  and  his 
---,  ai-,,  ple  of  tl-ýls  approach  Is  James 
Rest's  Defin-'ng  issue-  I  s  Te-,  *L  1,01  v.  -he-c  titie  respondents  recognise  and  rank  C-1 
solutions  to  moral  dilerrimas  -,  vitk  the  --solutions  being  correlated  to  the  stages 
of  morai  devc-lopment  in  Kohlberg's  theory.  What  is  being  tested  is  the 
subject's  capacity  for  mo.,  -al  reýisoninp  and  noi  the  subject's  particular  set  of 
moral  beliefs  or  values  '9'. 
This  instrument  has  been  used  in  many  studies  for  assessing  moral  reasoning 
and  moral  development.  There  is  extensive  literature  on  the  instrument  and 
its  validity  that  will  be  detailed  in  the  next  chapter. 13  u 
SLMMARV  OF  CHAPTER  I 
Yhroughout  this  thesis  the  researcher  acgues  that  moral  development  should  be  the 
primary  goal  and  the  focus  of  teaching  medical  ethics.  The  current  curriculum  of  the 
Faculty  of  Medicine  at  Kuwait  University  does  not  include  any  teaching  in  medical 
ethics.  The  first  step  to  correct  this  unazceptable  situation  was  logically  to  review  the 
curricula  of  other  medical  schools  and  to  see  for  ourselves  ý,  vhy  those  programmes 
emerged,  how  they  are  organised  and  what  types  or  models  exist  in  this  field. 
In  this  chapter  the  following  points  and  clarifications  have  been  made: 
I.  Medicine  has  always  and  will  always  be  a  moral  endeavour. 
2.  The  increasing  technical  advances  will  change  forever  the  way  health  care 
professionals  and  the  public  see  the  doctor-patient  relationship. 
3.  How  organised  med:,  cal  ethics  programmes  came  to  exist  in  the  United 
Kingdom. 
The  different  goals,  objectives  and  emphases  of  courses  in  medical  ethics 
both  in  the  UK  and  across  the  atlantic. .  11 
CHAETER  2 
"The  verification  and  elaborafinti  of  this  basic  idea  -  that 
morality  develops  -  will  no  doubt  stand  as  one  of 
the  central 
Contribution  of  the  twentieth  century  study  of  morality". 
(Thomas  Lickona  -  1980). iz 
11  NJORAL  ULVELOPMENT:  THEORETICAL  FOUNDA  TIONS. 
! Aoraiity.  first  of  all,  should  be  distinguished  from  manner  and  mores.  Manners  are 
concerned  with  matters  of  taste  and  etiquette  based  on  prudential  judgements. 
AlthOLIgh  one's  prudential  judgements  and  moral  judgements  will  occasionally 
coincide,  they  frequently  may  differ. 
By  mores  is  meant  the  fixed  morally  binding  customs  of  a  particular  group.  Mores 
vary  considerably  cross-culturally  and  throughout  human  history,  ranging  from  the 
noblest  behaviour  to  the  approval  of  slavery,  genocide  and  other  practices. 
In  contrast,  the  term  'ethics'  can  mean  the  same  as  'morals'.  In  this  sense  ethics  or 
morals  or  morality  are  concerned  with  how  we  ought  to  behave  (as  distinct  from  hmN 
we  in  fact  behave),  whether  it  is  right  or  wrong,  just  or  unjust,  tactful  etc.,  to  behave 
or  speak  in  certain  ways. 
rwo  other  tenns  should  be  considered,  amoral  and  non-moral.  Amoral  has  more  than 
one  meaning  insofar  as  it  may  refer  to  someone  who  is indifferent  to  or  does  not  care 
to  abide  by  moral  codes,  or  it  may  refer  to  someone  who  lacks  moral  sensibility,  such 
as  infants,  because  of  immaturity.  A  non-moral  act  is  one,  which  is  neither  moral  nor 
immoral,  such  as  deciding  what  to  wear  for  a  meeting. 
Me  term,  development,  refers  to  progressive  and  continuous  changes  in  the  organism 
I'ron-,.  birth  to  death.  These  can  include  changes  in  the  shape  and  integration  of  bodilý -)  i 
parts  1  nt,  P  functional  parts-  ,;  )cia'i,  intel  lee-wai.  and  moral  (levelopment  that 
m.  ay  occur  at  diffnent  p-rioils  ofari  individual's  life  Moral  development  refers  to 
growth  of  the  individual's.  abi'lity  to  distuing. 
-J.  -;  h  rigght  wrong,  to  develop  a  system 
of  ethical  values.  and  to  leam  to  act  morallk'. 
Thomas  Lickona  (11)  indicated  that  c(-)gnilivf-  developmental  stage  psychology  has 
important  implications  for  ethical  education  at  the  undergraduate  and  graduate  levels. 
But  what  does  this  school  ot  moral  psychology  teach  us  about  moral  development 
and  behaviour?  And  what  does  this  psychological  knowledge  suggest  about  the  goals 
and  methods  of  the  teaching  of  ethics. 
In  this  chapter  it  is  proposed  to  take  a  closer  look  at  the  theory  of  moral  development 
and  its  assessment  in  the  belief  that  this  should  be  the  focus  of  medical  ethics 
education. 1 
L2  MAGET  AND  THE  COCAITIVE  MORA14  DEVELOPMENIE 
fhe  idea  that  morai  understanding  progresses  through  a  series  of  stages,  each  more 
mature  than  the  preceding,  gained  its  first  empirical  validation  through  the  work  of 
Jean  Piaget  and  his  associates. 
Plaget  is  credited  with  the  initial  phase  of  moral  judgement  research.  He  is 
responsible  for  the  psychological  construct  of  "moral  judgement".  From  earlý, 
research  in  the  developmental  concept  of  intelligence,  his  developmental  sequence 
formulations  were  based  upon  cognitive  process  that  sequentially  develop  from  one 
chronological  period  to  the  next. 
(20) 
The  contribution  to  moral  judgement  evolved  as  a  part  of  his  clinical  method  which 
included  presenting  stories  to  young  children  to  elicit  an  explanation  of  their  points  of 
view  on  issues  of  justice.  Piaget  identified  definite  features  in  children's  moral 
reasoning  for  making  inferences  about  their  underlying  thought  structure;  these 
include  the  concepts  of  imminent  justice,  intentionality,  and  the  relativism  of 
perspective. 
He  directed  researchers  to  a  key  empirical  test  of  cognitive  developmental  theory  - 
namely  to  look  for  age-related  differences  in  types  of  responses  -  and  this  has  been 
the  most  extensively  used  paradigm  in  cognitive  developmental  research. 
Piaget  concluded  that  the  fundamental  differences  in  the  way  children  reason  are  age related,  and  that  these  differences  are  developmental. 
His  three  stages  of  moral  reasoning  are: 
I.  The  pre-moral  stage  with  no  sense  of  obligation  to  rules. 
2.  The  heteronomous  stage  (moral  realism)  where  right  is  literal  obedience  to 
rules;  the  regard  for  obligation  and  submission  is  equated  with  power  and 
punis  ent. 
3.  The  autonomous  stage  at  which  consideration  is  given  to  the  purposes  and 
consequences  of  following  the  rules;  obligation  is  based  upon  mutual 
exchange. 
2.3  KOHLBERGe  COGNITIVE  MORAL  DEVELOPMENT  THEORY. 
Lawrence  Kohlberg  and  his  associates  picked  up  where  Piaget  left  off.  Kohlberg  has 
sought  to  overcome  the  deficiencies  of  Piaget's  research  by  using  a  much  larger 
sample  that  is  more  broadly  based  socially.  He  was  also  concerned  with  the  principle 
of  justice  rather  than,  as  with  Piaget,  simple  virtues  and  vices,  and  such  concepts  as 
co-operation  and  equity. 
Kohlberg  undertook  to  extend  the  Piagetian  line  of  theory  and  research  into  the  study 
of  morality  in  the  following  ways: 36 
1.  Following  the  Piagetian  example,  Kohlberg  focused  on  cognition  -  the 
thinking  process  and  the  representations  by  which  people  construct  reality 
and  meaning. 
Kohlberg  assumed  that  there  would  be  stages  in  the  organisation  of  moral 
judgement. 
3.  Like  Plaget,  Kohlberg  collected  data  by  posing  problems  to  subjects,  asking 
them  to  solve  the  problem,  then  probing  into  how  the  subjects  went  about 
solving  it.  Kohlberg  devised  a  series  of  moral  dilemmas  to  give  to  subjects, 
asking  for  their  justifications. 
4.  Like  Piaget,  Kohlberg  favoured  studies  that  presented  the  moral  dilemmas  to 
children  of  different  ages,  looking  for  age  differences  in  their  basic  problem- 
solving  strategies. 
In  the  context  of  his  work,  moral  is  integral  to  the  concept  of  justice  or  fairness. 
Moral  ndes  and  principles  determine  basic  relationships  in  terms  of  rights  and 
responsibilities  and  mutual  expectations. 
His  theory,  he  claims.,  is  both  psychological  and  philosophical  and  his  findings 
generate  a  philosophy  of  moral  education  designed  to  stimulate  moral  development 
rather  than  teach  fixed  moral  rules. 
(21) 37 
Kohlberg  postulated  that  as  persons  develop  intellectually  in  cognitive  reasoning 
through  stages,  so  do  they  develop  in  an  invariant  sequence  of  stages  in  their  moral 
judgement.  He  believed  that  moral  development  is  stimulated  by  promoting  thinking 
and  problem-solving. 
Kohlberg  formulated  a  typology  of  six  stages  in  the  development  of  moral  judgement 
in  a  three-level  hierarchical  sequence. 
1.  Preconventional  level 
Stage  1:  Orientation  to  punishment,  obedience,  and  physical  and 
material  power.  Rules  are  obeyed  to  avoid  punishment. 
Stage  2:  Naive  instrunental  hedonistic  orientation.  The  child  confornis 
to  obtain  rewards. 
11.  Conventional  level 
Stage  3:  "Good  boy"  orientation  designed  to  win  approval  and 
maintain  expectations  of  one's  immediate  group.  The  child 
confonns  to  avoid  disapproval.  One  earns  approval  by  being 
it  1  11  nice 
Stage  4:  Orientation  to  authority,  law  and  duty,  to  maintain  a  fixed 
order.  whether  social  or  religious.  Right  behaviour  consists  of 38 
doing  one's  duty  and  abiding  by  the  social  order. 
Ill.  Post  conventional,  autonomous  or  principled  level. 
Stage  5:  Social  contract  orientation  ,  in  which  duties  are  defined  in 
ten-ns  of  contract  and  the  respect  of  other's  nghts.  Emphasis  is 
upon  equality  and  mutual  obligation  within  a  democratic 
order.  There  is  an  awareness  of  relativism  of  personal  values 
and  the  use  of  procedural  rules  in  reaching  consensus. 
Stage  6:  The  morality  of  individual  principles  of  conscience  that  have 
logical  comprehensiveness  and  universality  rightness  of  acts  is 
determined  by  conscience  in  accord  with  ethical  principles 
that  appeal  to  comprehensiveness,  universality,  and 
consistency.  These  principles  are  not  concrete  but  general  and 
abstract. 
Kohlberg  in  his  scoring  guide  does  not  score  stage  6.  He  thought  that  stage  6 
occurred  so  rarely  that  judge  reliability  is  actually  improved  by  no-one  being  given  a 
score  at  stage  6,  and  therefore  the  scoring  manuals  do  not  contain  directions  for 
sconng  it.  In  research  with  the  Defining  Issues  Test  (DIT)  which  will  be  described 
later,  stage  5  and  stage  6  items  have  behaved  so  similarly  that  they  have  been 
combined  into  a  'principled  score'. The  typology  is  referred  to  as  "stages"  because  they  represent  invariant 
developmental  sequences:  all  movements  are  forward  and  do  not  omit  steps,  the 
stages  arise  one  at  a  time  and  in  the  same  order.  The  stages  are  hierarchical  insofar  as 
thinking  at  a  higher  stage  comprehends  within  it  thinking  at  lower  stages. 
Individuals  prefer  the  highest  stage  available  to  them  in  their  thinking  because  higher 
stages  can  more  adequately  organise  the  multiplicity  of  data,  interests,  and 
possibilities  open  to  each  person.  Thus  the  higher  stages  are  not  only  more  "socially 
adaptive"  but  are  "philosophically"  superior  because  they  move  the  individual  closer 
to  basing  moral  decisions  upon  a  concept  of  justice  (stage  6).  This  is  the  level  of 
principles  which  can  be  universalised  (i.  e.  applied  to  all  people  everywhere)  where 
the  individual  views  moral  judgement  not  from  his  or  her  individual  perspective  or 
society's  values,  but  from  the  perspective  of  any  human  being. 
2,4  CRITIQI  JES  OF  KOHLBERG 
"Kohlberg's  theory  is  supported  by  a  variety  of  longitudinal,  cross-cultural,  and 
experimental  evidence  that  is,  by  social-science  standards,  impressive" 
(Thomas  Lickona,  1980). 
His  theory,  however,  is  not  without  its  limitations  and  difficulties.  One  problem  in 
particular  is  the  tendency  of  the  theory  to  equate  moral  reasoning  and  justice 
reasoning  Simpson 
(22) 
,  in  his  paper,  Moral  Development  Research:  A  Case  of 
Scientific  Cultural  Bias,  criticised  the  theory  for  being  culturally  biased  in  the 10 
defir-ýtion  of  m.  orality.  AL  it-  . 
koh",  e;  g's  initial  work  was  sex-biased  in  tenns  of  studyurig  an 
exClusively  :,  r.  ale  Sample  and  for  defining  the  stages  in  ways  that  emphasize 
lltnasc.  uline"  thernes  of  rghts  and  Justice  and  neglect  "ferninine"  themes  of 
responsibility  and  lowe. 
Gilligan's  work  has  emerged  out  of  her  criticism  of  the  moral  development  theon,  of 
Kohlberg.  She  criticised  the  theory  in  terms  of  its  foundations  and  in  ten-ns  of  the 
empinca  research  upon  which  it  was  based.  Kohlberg's  theory  of  moral  development 
grew  out  of  Piaget's  theory  of  cognitive  development.  Both  Piaget  and  Kohlberg  are 
Kantian  in  their  leaming  and  see  decisions  based  on  principles  which  are  universal  as 
the  peak  of  moral  reasoning.  Gilligan  (23)  argues  that  his  approach,  which  sees 
universalizable  principles  as  the  measure  of  moral  reasoning,  does  so  to  the  exclusion 
of  recognition  of  the  importance  of  emotion,  particularity  and  responsibility  to  care  in 
moral  reasoning  and  moral  Clecision  making.  Gilligan  also  criticised  the  empirical 
research  on  which  Kohlberg's  theory  is  based.  All  the  initial  studies  from  which  his 
theoretical  work  grew,  used  only  male  subjects.  Gilligan's  work  identifies  two 
dimensions  in  moral  thought  and  decision  making  which  she  claims  have  been 
overlooked  by  Kohlberg. 
These  two  dimensions  are: 
a)  The  importance  of  relationships  in  moral  decision  making  and 
-  -..,  iW  role  of  context  in  moral  decision  making.  b)  Fhý The  importance  of  Gilligans  cotitribution  to  morai  thought  is  that  she  indicates  that 
abstract  principles  of  rights  end  duties  are  too  abstract  to  give  a  true  sense  of  the 
complexities  of  human  life,  and  ti-Lat  be-cause  of  this  complexity  a  number  of  foci  of 
moral  thinking  need  to  be  considered  to  unearth  all  the  important  angles  in  making  a 
moral  decision. 
Gilligan  captured  the  essence  of  the  difference  between  the  "nghts"  and 
"responsibility"  conceptions  of  morality  as  follows: 42 
"The  moral  imperative  that.  emerges  repeatedly  in  interviews  with  women  is  an 
: idj  litict'  TOM  10  care.  a  r-,  ý  -,  or-sibilitry  to  discem.  and  alleviate  the  real  and  recogriisable 
trouble.  of  this  world.  For  m  en,  the  moral  imperative  appears  rather  as  an  4unction 
to  respect  the  rights  of  others,  and  thus  to  protect  from  interference  the  rights  to  life 
and  self-f-Afillment  Woman's  insistence  on  care  is  at  first  self-critical  rather  than  self- 
protective,  while  men  initially  conceive  obligations  to  others  negatively  in  terms  oi 
non-interference.  Development  of  both  sexes  would  therefore  seem  to  entail  an 
integration  of  rights  and  responsibilities  through  the  discovery  of  the 
complementarity  of  these  views.  In  the  development  of  post-conventional  ethical 
understanding,  women  come  to  see  the  violence  inherent  in  inequality,  while  men 
come  to  see  the  limits  of  a  conception  of  justice  blinded  to  the  differences  in  human 
life". 
Gilhgam  described  wom.  en's.  moral  conception  as  being  "in  a  different  voice"  than  thw,, 
spoken  by  males.  The  voice  of  female.  morality  is  that  of  intimacy  and  care  while  the 
male  (Kohlbergian)  ranking  of  virtue  gave  priority  to  autonomy  and  objectivity,  to  a 
morality  free  from  both  psychological  and  historical  constraints. 
Drawing  on  the  work  of  Gilligan  and  Noddings  (1984),  nursing  scholars  who 
espoused  an  ethic  of  caring  as  primary  to  nursing  viewed  it  as  subjective,  fleminine, 
and  connected  -a  ývay  of  counteracting  the  justice  ethic  which  they  vLewed  as 
niedical,  masculine,  objectifying,  and  distancing.  Tbe  field  of  nursing  ethics  is  now 
--omr,  lonly  referred  to  as  the  "ethics  of  caring". 43 
Kohlberg's  work  has  also  drawn  fire  froin  nriaity  camps  for  going  from  a  description 
of  what  moral  development  is  to  a  prescription  of  what  it  ought  to  be.  For  over 
estimating  the  role  of  reasoning  and  I  Mor,  -j;  qmctioning,  and  under-estimating  the  role 
of  other  factors,  such  as  affect,  personality  and  habits. 
Another  Icind  of  limitation  of  Kohlberg  stage  analysis  is  that  other  psychological 
component  processes  are  involved  in  the  psychology  of  morality.  A  stage  analysis 
does  not  contain  information  about  moral  sensitivity,  moral  motivation,  or  moral 
character  -  other  components  involved  in  the  psychology  of  morality.  Another  way  of 
putting  this  is  to  say  that  there  is  more  to  moral  development  than  moral  judgement 
development,  and  there  is  more  to  moral  judgement  than  six  stages. 
All  of  these  criticisms  have  some  mefit  and  they  added  to  and  stimulated  the  ongoing 
research  of  moral  development. 44 
2.5  THE  IEOLR  COM.  "UNIAT  MODEL 
The  James  Rest  four  compeNnent  model  came  to  be  fonnulated  while  he  was 
conducting  a  general  review  of  the.  morality  literature.  This  literature  encompasses 
not  only  Ihe  cognitive-developmental  research,  but  also  research  on  morality  from 
social  leaming,  behaviouristic,  psychoanalytic,  and  social  psychological  approaches. 
"It  became  clear  that  all  these  researchers  were  not  talking  about  the  same  thing.  I  had 
to  argue  either  that  a  lot  of  this  work  really  had  nothing  to  do  with  morality,  or  that 
the  various  approaches  were  talking  about  different  aspects  of  morality  hence, 
morality  was  a  multi-faceted  phenomenon"!  1  9)  The  four-component  model  starts  Y,,  ith 
the  question,  "what  must  we  suppose  happens  in  order  for  moral  behaviour  to  take 
place?  " 
Rest  argues  that  there  are  at  least  four  distinct  process  needed. 
Moral  sensitivity  is  the  awareness  of  how  our  actions  affect  other  people.  It  involves 
imaginatively  constructing  possible  scenarios,  and  knowing  cause  -  consequence 
chains  of  events  in  the  real  world.  It  is  terrible  to  imagine  that  a  person  fails  to  act 
morally  because  it  just  didn't  occur  to  him/her  that  something  he  or  she  might  be 
doing  or  could  do  would  affect  other  people. 
Comnn-nf!  nt!  l--  Maral.  jcidg,  -jjaenL 45 
11iis  is  the  component  ýh::  t  Kohlberg's  work  advanced  and  that  the  Drr  purports  to 
assess.  Once  the  person  is  aware  of  possible  Fnes  of  actions  (one  of  which  is  not  to 
take  any  action)  and  how  peoplIt  would  affcx-,  ted  by  each  line  of  action  (component 
1),  then  component  11  judges  which  line  of  action  is  more  morally  justifiable. 
Component  III  has  to  do  with  the  importance  given  to  moral  values  in  competition 
with  other  values.  Deficiencies  in  component  fH  occur  when  a  person  is  not 
sufficiently  motivated  to  put  moral  values  higher  than  other  values  -  when  other 
values  such  as  self-actualisation  or  protecting  one's  organisation  replace  concern  for 
doing  what  is  right. 
This  component  involves  ego  strength,  strength  of  conviction  and  courage.  "A  person 
may  be  morally  sensitive,  may  make  good  moral  judgements,  and  may  place  high 
priority  of  moral  values,  but  if  the  person  wilts  under  pressure,  is  easily  distracted  or 
iscouraged  and  weak-willed,  then  moral  'failure  occurs  because  of  deficiency  in 
component 
In  sun-unary,  moral  failure  can  occur  beýause  olf  deficiency  in  any  component.  All 
-  Rest  are  deterrriinants  of  moral  action.  four  components,  I  %.  vouid  agree  with  James 46 
They  comprise  a  logical  analysis  of  what  it  takes  to  behave  morally. 
2.  fi  THE  DEFINING  ISSUES  TEST  (njTý 
In  1979,  James  Rest,  developed  and  refined  the  Defining  Issues  Test  (DIT)  at  the 
University  of  Minnesota.  The  DIT  can  be  used  to  measure  and  assess  cognitive 
development  of  moral  reasoning  (or  component  11  of  the  four  component  model) 
through  the  levels  and  stages  described  by  Kohlberg.  The  DIT  presents  six  brief 
narrative  accounts  of  situations  that  involve  moral  dilemmas  (some  of  the  same 
dilemmas  used  by  Kohlberg  in  his  research,  such  as  the  Heinz  dilemma),  see 
Appendix  B.  It  asks  respondents  to  decide  between  three  courses  of  action  to  resolve 
a  dilemma,  and  then  to  assess  the  relative  importance  of  twelve  considerations 
involved  in  the  reasoning  and  judgement  that  led  to  their  decision.  These 
considerations  are  based  on  prior  research  of  subjects  verbalisation  in  response  to  the 
same  hypothetical  moral  dilemmas.  Finally,  it  asks  respondents  to  rank  in  descending 
order  the  four  most  important  considerations  that  provide  the  basis  for  their  decision. 47 
The  subject's  task  is  to  rate  and  rank  these  statements  in  terms  of  which  questions  are 
the  most  important  in  making  the  decision,  see  Appendix  C.  The  assumption  is  that 
persons  at  different  points  in  development  will  define  the  issues  in  these  moral 
problems  differently.  The  issue  statements  were  -ýNTitten  to  represent  different  stages 
of  moral  judgement  development.  Therefore  the  way  a  person  rates  and  ranks  the 
statements  can  be  used  to  locate  that  person's  point  of  development  in  the  postulated 
developmental  sequence. 
While  the  DIT  is  derived  from  Kohlberg's  general  approach,  it  differs  from  his 
measure  in  several  important  ways.  Theoretically  the  DIT  differs  from  Kohlberg's  test 
in  the  core  concept  of  justice,  Kohlberg  defines  the  stages  primarily  in  formalistic 
terms  (ie.  reversibility,  universalizability,  prescriptivity),  whereas  the  DIT 
characterize  the  justice  concept  at  each  stage  as  following  from  different  concepts  of 
how  social  co-operation  can  be  organised.  For  instance,  according  to  the  DIT 
scheme,  a  person  thinking  of  social  co-operation  in  terms  of  face-to-face  primary 
relationships  is  at  a  different  stage  than  a  person  thinking  of  social  co-operation  in 
terms  of  a  society-wide  network  of  role  responsibilities  within  secondary  institutions. 
For  Kohlberg,  such  distinctions  are  "Content"  differences  not  structaý,  and  do  not 
define  his  stages.  Kohlberg's  stage  differentiators  are  more  abstract  than  DIT  stage 
i  erentiators. 46 
'flie  second  difference  between  the  DIT  and  Kohlberg's  measure  is  a  methodological 
one.  The  DI  T1  is  a  multiple-choice  test  rather  than  a  procedure  in  which  subjects 
generate  verbalizations  in  response  to  questions.  The  subject's  task  on  the  DIT  is  a 
recegnition  task. 
third  difference  is  in  the  way  that  developmental  level  is  indexed.  Kohlberg 
regarded  longitudinal  gain  as  the  most  important  evidence  for  his  theory  of  moral 
judgement.  His  claim  was  that  a  20  year  longitudinal  study  shows  gain  on  the  Moral 
Judgement  Interview  (Mil),  one  stage  at  a  time,  without  skipping  or  reverting.  The 
DIT  research  on  the  other  hand,  has  employed  a  "softer"  stage  theory,  making  the 
weaker  claim  that  longitudinal  research  on  the  DIT  should  show  general  upward 
movement  -  quantitative  shifts  towards  higher  stage  thinking,  not  one-step  qualitative 
changes.  A  "soft"  stage  model  does  not  completely  abandon  the  notion  of  qualitative 
types  nor  of  development.  However,  qualitative  distinctions  are  seen  as  applying  to 
types  of  thinking  or  reasoning,  not  to  subjects.  Subjects  are  viewed  as  using  or  having 
more  than  one  type  of  thinking.  A  subject's  thinking  is  a  matter  of  having  more  or 
less  of  different  types  of  thinking.  There  is  still  a  notion  of  development:  it  is  that 
some  types  of  thinking  become  more  prevalent  later  on  (the  high  stages)  while  some 
qWs  of  tl-ýnking  become  less  prevalent  (the  low  stages).  Subjects  are  located  along 
the  continuum  of  development  in  terms  of  the  prevalence  of  different  types  of 
thinking.  The  question  of  assessment  is  therefore  not,  what  stage  is  a  subject  in? 
but  rather  is  to  what  extent  and  under  what  conditions  does  the  subject  use 
different  typesGf  thinking? 49 
In  this  chapter  the  theoretical  foundations  of  moral  development  research  have  been 
discussed. 
Down  through  the  centuries  morality  has  been  defined  in  many  ways  vvith  both  a 
secular  and  religious  basis.  The  field  of  the  psychology  of  moral  development  has 
been  dominated  in  the  past  several  decades  by  Lawrence  Kohlberg's  work  on 
cognitive  moral  development  theory.  The  origins  of  the  theory  can  be  traced  back  to 
tile  work  of  Jean  Piaget  and  John  Dewey.  Based  on  30  years  of  quantitatively 
reproducible  research,  Kohlberg's  theory  provides  three  levels  of  moral  development 
known  as  preconventional  morality,  conventional  morality,  and  post  conventional  or 
principal  morality.  Each  level  contains  two  stages.  The  validity  of  Kohlberg's  stage 
tbeory  has,  been  well  established  cross-culturally  and  under  a  wide  variety  of  socio- 
economic  situations. 
According  to  the  theory,  people  proceed  through  these  stages  as  they  mature.  The 
sequen-ce  is  invariant,  although  the  rate  and  stage  reached  vary  with  the  individual.  It 
is  important  to  understand  that  only  the  type  of  justification  provided  or  the  logic  of 
.  easoning  used  is  considered  in  assigning  a  stage  score,  not  a  particular  set  of  values 
or  moral  beliefs.  What  is  being  tested  is  only  the  subject's  capacity  of  moral 
reasoning.  Kohlbeig's  theory  is  a  justice  based  theory  with  the  principle  of  justice 
being  considered  the  highest  'form,  of  morality. 50 
Gilligan,  Noddings  and  others  criticised  Kohlberg's  justice  based  theoiy  and  argued 
tor  morality  being  interpreted  in  terms  -,  f  care.  compassion  and  responsiveness.  If 
Medicine  as  a  profession  is  truly  concerned,  as  it  seems  to  be,  about  issues  of  social 
justice  such  as  access  to  health  care  as  well  as  allocation  of  limited  resources,  then 
these  issues  can  be  successfully  addressed  and  positively  influenced  in  tenns  of 
justice  reasoning  by  the  teaching  of  medical  ethics  in  the  medical  education 
curriculum  and  that  these  positive  changes  can  be  quantified  by  using  tests  like 
Kohlberg's  MJI  or  Rest's  Defining  Issues  Test  (DIT). 
Like  the  (MR),  the  (DIT)  present  hypothetical  moral  dilemmas  for  the  research 
subjects  to  resolve.  However,  instead  of  asking  open-ended  probe  questions,  the  DIT 
offers  multiple  considerations  for  which  the  research  subject  is  to  choose  the  one 
believed  to  be  the  most  important  in  resolving  the  dilenima. 
The  DIT  has  been  used  in  hundreds  of  studies  of  moral  reasoning,  with  the  necessary 
validity  studies  and  an  extensive  literature  on  the  instrument.  It  is  the  most  widely 
used  instrument  for  assessing  moral  reasoning.  Because  of  its  extensive  literature  and 
its  efficiency  in  data  collection  and  scoring  compared  with  other  tests,  the  DIT  was 
used  in  this  study  to  measure  the  moral  development  in  medical  students  at  Kuwait 
University. "After  all,  anything  which  serves  to  reinforce  and  refresh 
the  human  spirit  must  be  a  good  thing,  especially 
in  medicine". 
(PL  Downie  and  Bruce  Chariton,  1992). 52 
11  MORAL  DEVFLOPMENT  IN  MEI)ICAL  STIMENTS  AT 
The  current  study  presents  a  cross-sectional  analysis  of  the  moral  development  of 
medical  students  in  all  seven  years  of  medical  education  at  the  Faculty  of  Medicine. 
Kuwait  University. 
The  hypothesis  of  this  study  is  that  the  medical  education  experience  at  Kuwait 
University  inhibits  the  normally  expected  increase  in  moral  reasoning  of  medical 
students.  The  study  specifically  hypothesizes  that  there  will  be  no  significant  increase 
in  the  moral  reasoning  scores  of  medical  students  from  their  first  to  seventh  years  at 
medical  school.  I  hold  the  view  that  the  rigid,  hierarchical,  authoritarian  structure  of 
medical  education  does  not  promote  tolerance  for  different  values,  does  not  support 
the  conceptual  exploration  of  the  ftmdamental.  values  in  medic;  ne,  and  does  not 
encourage  the  cognitive  conflict  that  have  been  found  to  be  important  in  moral 
reasoning  growth  and  development.  Rather,  I  think  that  medical  education  seems  to 
promote  an  environment  focused  on  convergent  thinking,  and  the  maintenance  of  the 
rules  and  regulations  of  the  system,  which  according  to  cognitive  moral  development 
theory  encourages  a  'conventional  level'  moral  ethos. 
During  the  past  two  decades,  one  response  to  the  concern  about  the  moral  and  ethical 
development  of  medical  students  has  been  to  include  medical  ethics  courses  into  the 
forni,  il  medical  education  cumculum.  However,  despite  the  potential  need  for  such 
coj1i,;  4,,,  s,  tile  lack  of  information  about  the  natwal  course  offmoral  deveiopment  in 53 
rnedical  students 
I; 
AMitSth,  --  abilit:  i  cleducators  to  make  informed  decisions  regarding 
the  pLicement,  structure  or  content  of  such  courses  in  the  Cumculurn.  As  a  result.  the 
writer  in  this  research  aimed  at  establishing  a  base  line  infort-nation  about  the  moral 
de,  velopment  of'  medica!  students  at  Kuwait  University  and  then  to  use  thi's 
inforii.  ahon  in  a  formative  way  to  help  faculty  and  administration  understand  better 
where  our  students  axe  on  the  developmental  dimension  of  moral  reasoning  and  to 
ptovide  thein  with  an  oppoitunity  to  modify  their  teaching  programmes  in  ways  that 
would  be  more  powerfully  educative  and  focused  on  helping  our  students  reach  their 
potential  maturity  both  technically  and  morally. 
3.2  ADMINISTERING  THE  DII:  DESIGN  AND  SAMPLE 
Previous,  work  with  the  DIT  showed  that  the  test  is  problematic  for  subjects  wliot.;  e 
24). 
arn  ianguage  i!.  not  English  With  this  in  mind  the  writer  decided  to  test  a  pilot  s,  ple 
before  distributing  the  test  to  all  medical  students.  Approaching  diftýrent  groups  of 
studenis  at  the  library  and  the  facuity  reading  room,  a  group  of  220  non-paid 
volunteers  were  recruited.  This  opportunity  sample  included  students  from  classes 
one  to  se,  %,  -en.  The  volunteers  agreed  to  take  the  English  version  of  the  DIT  And  see 
whethei  they  cwi  finish  answering  the  test  in  less  than  30  minutes  and  whether  the\ 
ca,  -, l  do  this  without  the  need  to  use  a  dictionary.  Five  students  reported  the  need  to 
use  the  dictionary  after  they  read  the  first  dilemma,  three  students  felt  the  need  to  use 
the  dictio-nary  when  flicy  reached  the  third  story,  and  the  rest  of  the  group  "gave  up" 
after  scanning  it  quickly.  the  whole  test  . 54 
At  this  stage.  a  decision  to  translate  the  test  was  made.  See  Appendix  D.  With  the 
help  and  advice  of  Dr  Mohammed  Refqi  Essa-  a  lecturer  at  the  Faculty  of  Education 
the  DIT  was  fully  translated  to  the  Arabic  language.  Dr  Essa  is  very  familiar  vith  the 
DIT,  and  has  been  using  it  in  his  research  over  the  past  ten  years.  In  addition  to  using 
the  DIT  in  his  research,,  Dr  Essa  formulated  a  riew  test  in  Arabic  that  is  "niore 
suitable  and  adherent  to  our  cultural  background".  No  published  data  -vas  I-Ound  in 
. 
he  aft  Ik  , A,  '-.  Ich  *  ternative  test  was  used.  Dr  Essa's  test  's  known  as  "Muktarallick)  or  "vour 
suggestion"  as  it  translated  from  Arabic.  See  Appendix  E.  All  translated  materials 
were  pillot-tested  to  ensure  that  they  were  easily  understood,  back  translation  was  also 
perf'Or.  m.  -Id  to  guarantee  that  the  meaning  of  the  ofiginal  English  version  of  the  test 
was  preserved.  The  test  was  then  distributed  to  students  in  the  first  four  years  of 
n-,  edical  school,  and  mailed  to  the  students  in  the  final  three  clinical  years.  The 
students  were  asked  to  take  the  test  home,  spend  no  more  than  30  minutes  attempting 
to  go  through  all  the  stories.  They  were  inst-.  ucte(i  to  reach  a  decision  concerning  each 
story  in  the  test,  and  then  to  rate  and  rank  the  order  of  the  basic  reasons  for  their 
decision  from  the  list  of  provided  possibilities.  Students  were  also  asked  to  complete 
a  demographic  data  forrn  detailing  their  age,  gender,  re!  lgion  and  medical  class. 
From  the  initial  493  question-naires  distributed  to  all  Seven  Year  Students  in  Kuwait 
University  Medical  Faculty,  only  180  were  returned  over  a  period  of  5  montlis.  Of 
(liese  '.  80  questionnaires,  43  were  excluded  from  the  sample  because  they  didn't 
contain  any  demographic  data,  and  hence,  there  was  no  way  to  identify  the  student 
class,  gender  and  other  important  data  needed  for  the  final  analysis. :)D 
The  original  sample  represented  36.  of  the  students  for  that  cohort  and  there  were 
tv)  significant  difterences  between  them  and  the  rest  oftheir  class-mates  \k-Ith  regard 
to  agc,  gender,  religion,  or  medical  class  Thus.  they  appear  to  be  comparable  lo  the 
other  medical  students. 
All  student  respon.  ses  were  anonymous,  and  confidentiality  was  guaranteed. 
Lible  I-  The  Final  Number  of  StudL-nls  Enrolled  in  the  Research 56 
iA  ."  important  point  to  note  here  is  the  variable  i-esponse  rate  of  different  years.  In 
years  I  and  2),  1  col  ilected  the  forms.  p---,  sonal  k,  one  day  after  distributIng  them.  the 
response  mt.  --  was  78.75%,  for  the  first  year  students  and  28.7%  for  the  second  ýe"m 
.  nl 
-creased  to  16.51/  stud  Ls.  In  years  3  and  4, 
-. 
',.  e  response  rate  d- 
.,,  )  in  these  two  groups: 
and  finally  because  the  chnical  year  students  (years  5,6,7)  were  attending  different 
climcal  rotations  at  different  hospitals.  I  have  asked  the  secretaries  of  the  different 
clinical  programmes  (i  e.  medicine,  surgery,  paediatrics.  psychiatry,  obstetrics  and 
gynaecology)  to  collect  the  forms  from  the  students  when  they  were  attending  their 
lectures.  The  response  rate  was  at  a  disappointing  level  of  12.9% 57 
32  RESIIJ.  LS 
LISTING  OF  RAW  DATA 
This  !  ist  prtýsentS  information  on  how  each  subject  in  my  research  responded  to  each 
item.  It  represents  the  individual  answers  which  were  recorded  on  the  ans,,  ý-er  sheets. 
and  obtained  from  the  optical  scanner.  Where  there  are  a  lot  of  missing  numbers,  it 
means  that  the  subject  left  out  a  lot  of  data  or  that  the  marks  were  too  light  for  the 
scanner  to  read. 
Columns  1.5  Subjects  Identification  number  (5  digit  number). 
6-1,2  Lithocode  (Center  fo  r  the 
De-velopment/USA). 
13  Decision  r  Heinz  story  - 
i  4-  25  Ratings  on  121  items  o'jL'Heinz  - 
(i  =great,  2=much,  3=some,  4=little,  5=no). 
Study  of  Ethical 
26-27  Most  important  item  from  12  Heinz  items  (item  number). 
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34 
35  Decisi 
36-47 
48-49 
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54-55 
56 
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76-77 
78 
79-80 
Card  2 
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Third  most  important  iteni. 
Fourth  MOSLt  important  item. 
Blank 
on  for  prisoner  storv  - 
Ratings  on  12  items  of  prisoner. 
(I=  5=no).  I  great,  2=much,  3=some,  4=little, 
Most  important  item. 
Second  most  important  item. 
Third  most  important  item. 
Fourth  most  important  item. 
Blank 
Decision  for  newspaper  story. 
Ratings  on  12  items  of  newspape)  story. 
(I  =great,  2=much.  3=some,  4=41ttle,  5=no). 
Most  important  item. 
Second  most  important  item. 
Third  most  important  item. 
Fcurth  most  impoftmt  item. 
Blank 
01  (card  nw-nber). 
1-5  Subject  identificalion  nairriber  (sanle  5  digit  number). 59 
6-12  Litho-ýode  (for  Ceatcr  use). 
13  Deci  sion  for  docto.  -  story. 
14-25  Ratings.  on  I  items  of  doctor  story. 
L  I-  =great.  -1=much.  3=some,  4--fittle.  5=no). 
26-27  Most  important  item  from  12  doctor  items. 
28-279  Second  most  important  item. 
30-31  Third  most  important  item. 
32-33  Fourth  most  important  item. 
34  Blank 
35  Decision  for  Webster  story. 
36-47  Ratings  on  12  items  of  Webster. 
(I  =great,  2=much,  3=some,  4=little,  5=no). 
48-49  Most  important  item. 
50-51  Second  most  important  item. 
52-53  Third  most  important  item. 
54-55  Fourth  most  important  item. 
56  Blank 
5'/'Decision  Cor  students  story. 
Card  2  continued. 
58-69  Ratings  oTl  12  items  of  student  story 
(I  =great,  2-'=much,  3=some,  4=little,  5=no). 
/  0-71  Most  important  item. 
'7 
72--/3  ý')ccond  n-iost  important  item. 60 
74-75  Third  most  importmt  item. 
76-77Fourth  most  important  item. 
78  Blank 
79-8002  (card  number). t,  i 
11. 
NUMBER  OF  STORIES  TO  BE  SCCRED  =6 
ORDER  OF  STCRI  '7S  =HEINZ  PRIS.  OP-PER  DOCTOR  'ý-TEB.  STUD. 
NOTE:  A  VALUE  OF  99.9  INDICATES  THAT  THE  SCORE  C-?  uN  NCT 
BE  COMPUIED  BECAUSE  OF  MISSING  DATA. 
SUBJECT  STAG---'  S%'--0RES  D  u 
ID  2  3  4  55  A  53  6  A  m  SCORE  SCORE  SCORE  11 
10011  12.0  9.6  32.4  0.0  0.0  0.0  4.8  1.2  0.0  16.291  0.274 
10021  2.0  8.0  32.0  8.0  3.0  4.0  0.0  3  .0  2.  '--.  0  16.14--  0.08-, 
10030  5.0  10.0  22.0  11.0  7.0  2.0  3.0  0.0  ý3.3  3.294  0-2  -'-  0- 
10040  6.0  9.0  20.0  8.0  3.0  5.0  5.0  4.0  26.7  15-609  0.04- 
10051  4.0  7.0  37.0  7.0  0.0  0.0  3.0  2.0  11.  i  13.528  0-2-98 
10061  5.0  9.0  22.0  3.  o  4.0  7.0  6.0  4.0  23.3  12.0022  0.001 
10071  4.0  10.0  21.0  11.0  3.0  3.0  4.0  4.0  28.3  13  .  96-3-  0.2-3-2 
10080  4.0  12.0  20.0  8.0  0.0  4.0  7.0  5.0  20.0  16.1-03  -0  . 
2511 
10090  3.6  9.6  28.8  7.2  6.0  4.8  0.0  0.0  30.0  16  .4  -3-  0'  0.0  75 
10101  0.0  10.0  16.0  14.0  0.0  16.0  0.0  4.0  50.0  18  -9  59-  8  0.1-1-2 
. A.  0111  3.  o  4.0  37.0  4.0  3.0  4.0  3.0  2.0  19  .3  13  .  033  0.2--2 
1012  1  6.0  7.0  16.0  18.0  7.0  2.0  0.0  4.0  45.0  11  -82  ---  0.2  35 
10  1 
3. 
A.  3.0  11.0  30.0  4.0  3.0  3.0  0.0  6.0  16.7  13  .  16-ý!  0.3  ---  2 
10140  3  .0  14.0  17.0  8.0  5.0  2.0  6.0  5.0  25.0  12  .  34-7  0.241-1 
10150  12.0  10.0  18.0  10.0  0.0  3.0  2.0  5.0  21.7  18  .0  95  -0.00  or 
10160  1.0  8.0  17.0  12.0  4.0  11.0  1.0  6.0  45.0  22  .  9195  0.130 
10171  0.0  7.0  34.0  10.0  3.0  4.0  2.0  0.0  28.3  14.424  0.0 
10181  1.2  12.0  13.2  12.0  8.4  8.4  4.8  0.0  48.0  19.817  -0.000 
10191  0.0  6.0  34.0  8.0  1.0  6.0  3.0  2.0  25.0  23.672  0.333-1 
10200  7.0  7.0  27.0  13.0  4.0  2.0  0.0  0.0  31.7  10.885  0.098 
10210  2.0  14.0  22.0  10.0  6.0  0.0  3.0  3.0  26.7  17.686  0.091 
10220  1.0  8.0  16.0  19.0  5.0  5.0  3.0  3.0  48.3  11.433  9.9100 
10230  6.0  10.0  18.0  9.0  3.0  6.0  6.0  2.0  30.0  10.416  -0.052 
10240  0.0  4.8  24.0  9.6  7.2  6.0  0.0  8.4  38.0  27.093  0.133 
10250  10.8  9.6  21.6  0.0  0.0  2.4  7.2  8.4  4.0  14-350-  -0.035 
10260  0.0  12.0  27.0  10.0  3.0  5.0  0.0  3.0  30.0  24.870  0.279 
10271  5.0  16.0  17.0  15.0  1.0  3.  o  3.0  0.0  31.7  5  .  586  -0.038 
10280  5.0  19.0  16.0  6.0  6.0  4.0  2.0  2.0  26.7  14.089  0.0108 
10290  1.0  9.0  22.0  15.0  6.0  5.0  2.0  0.0  43.3  27.946  0.246 
10300  3.0  9.0  29.0  3.0  7.0  4.0  1.0  4.0  23.3  13.126  0.274 
10310  2.0  15.0  23.0  3.0  3.0  6.0  3.0  5.0  20.0  12.180  0.313 
10320  8.0  8.0  24.0  7.0  3.0  4.0  3--0  3.0  23.3  18.23-35  -0.043 
10330  0.0  8.0  33.0  9.0  3.0  5.0  0.0  2.0  28.3  27.415  9.990 
10340  1.0  4.0  26.0  10.0  3.0  2.0  8.0  6.0  25.0  21-872  0.139 
10351  3.8  13.8  25.0  2.5  5.0  7.5  0.0  2.5  25.0  17.852  0.375 
10360  0.0  16.0  26.0  4.0  1.0  4.0  9.0  0.0  15.0  15.798  0.056 
10371  3.0  15.0  18.0  2.0  4.0  11.0  4.0  3.0  28.3  19.025  0.150 
10380  5.0  13.0  26.0  14.0  2.0  0.0  0.0  0.0  26.7  14.61052  0.038 
10391  2.0  12.0  25.0  3.0  6.0  7.0  5.0  0.0  26.7  18-221  0.219 
10401  3.0  3.0  37.0  7.0  3.0  3.0  0.0  4.0  21.7  18  .G 
0.294 
10411  0.0  21.0  17.0  7.0  0.0  9.0  4.0  2.0  26.7  13.577  0.,  , 
31 
'  10420  1.0  15.0  23.0  3.0  9.0  6.0  0.0  3.0  30.0  21  633  ý2  ýl  .O h" 
10430  8.0  9.0  15.0  11.0  4.0  3.0  3.0  7.0  30.0  14.329  0.243 
10440  1.0  15.0  23.0  4.0  2.0  9.0  1.0  5.0  25.0  11.261  0.092 
10450  3.0  9.0  25.0  9.0  4.0  5.0  3.0  2.0  30.0  17.810  0-  «2  j2  10461  6.0  8.4  19.2  10.8  2.4  9.6  0.0  3.6  38.0  2  '41.  222  32  0  1 
10470  4.0  10.0  34.0  3.0  3.0  5.0  0.0  1.0  18.3  . 
8.874  -  - 
-0.345  10481  5.0  11.0  19.0  2.0  4.0  '11.0  4.0  4.0  28.3  15.558  '1.  '43 
10491  4.0  12.0  2--.  0  9.0  4.0  6.0  4.0  0.0  31.7  L3  .  009  C.  0 
10501  4.0  10.0  25.0  10.0  2.0  3.0  0.0  6.0  255.0  11.699  0.306 
10511  3.0  20.0  2-33.0  0.0  3.0  5.0  3.0  3.0  13.3  12.823  0-0C2 
10520  2.4  16.8  2  41  .0  2.4  3 
.6  1.2  3.6  6.0  12.0  7.740  C.  208 
10531  8.4  16.8  9.6  8.4  0.0  8.4  1.2  7.2  28.0  19.043  C.  1428 
10541  0.0  14.0  32.0  3.0  30  8.0  0.0  0.0  23.3  18.397  C 
-186  10550  4.0  ].  0 
.0  19.0  15.0  10.0  0.0  0.0  2.0  41.7  15.356  C-  --  24 
10560  3.0  5.0  26.0  5.0  5.0  5.0  4.0  7.0  25.0  16.681  C  .  -386 
10570  4.0  8.0  24.0  4.0  3.0  9.0  2.0  6.0  26.7  16.985  0.247 
10581  4.1  8.1  27.5  6.1  3.1  5.1  2.0  4.1  23.7  16.863  0.009 
10590  3.0  18.0  2---  0  5.0  6.0  6.0  1.0  0.0  28.3  16.919  C.  264 
10600  0.0  12.0  14.0  11.0  6.0  10.0  7.0  0.0  45.0  18.215  -121.396 
10610  0.0  17.0  24.0  1.0  0.0  8.0  0.0  -  io  -d-N  15.0  10.161  0.069 
10621  1.0  8.0  24.0  14.0  4.0  3.0  0.0  6.0  35.0  16.984  C  .  127 
10631  0.0  10.0  10  0  6.0  6.0  6.  o  2.0  0.0  30.0  30.316  C.  -'  98 
Zu  Ul  U  99.9  99.9  -  99-9-  99.9  -  99-9ý  99  -9  . 
99  -9.  99  -9  -  99  -9  -  12.168  C-  3552 
20020  4.0  14.0  13.0  15.0  7.0  4.0  0.0  3.0  43.3  22.085  C,  .  -i.  1'='  0 
20030  1.0  7.0  10.0  17.0  7.0  8.0  8.0  2.0  53  .3  17.955  Z391 
20041  0.0  2.0  28.5  12.2  4.1  8.1  2.0  3.1  40.7  22.619  214 
20051  2.0  21.0  19.0  5.0  2.0  6.0  1.0  4.0  21.7  12  .  581  0.  ZC8 
20060  9.0  3.0  20.0  8.0  2.0  9.0  5.0  4.0  31.7  13.324  081 
20070  2.0  2.0  35.0  12.0  2.0  6.0  0.0  1.0  33  .3  15.922  -C-330 
20081  4.0  14.0  175.0  9.0  3.0  5.0  7.0  3.0  28.3  19.907  7 
20091  9.0  18.0  17.0  8.0  7.0  1.0  0.0  0.0  26.7  7.731  ý-049 
20100  7.0  15.0  17.0  8.0  8.0  3.0  2.0  0.0  31.7  11.560  0.185 
20110  5.4  20.4  19.3  9.6  0.0  3.2  2.1  0.0  21.4  12.443  0.37-5 
20121  3.0  15.0  18.0  10.0  9.0  5.0  0.0  0.0  40.0  24.887  0.203 
20130  5.0  1.0  29.0  7.0  8.0  2.0  4.0  5.0  28.3  14.568  C.  165 
20140  6.0  8.0  21.0  4.0  3.0  7.0  9.0  2.0  23.3  16.654  0.309 
20150  0.0  6.0  21.6  13.2  8.4  3.6  1.2  6.0  42.0  19.279  0.22.9 
20161  3.0  17.0  12.0  7.0  4.0  11.0  2.0  4.0  36.7  12.289  t',  .  15  3 
20170  6.0  6.0  19.0  13.0  3.0  8.0  2.0  3.0  40.0  17.899  0.154 
20180  0.0  5.0  25.0  8.0  8.0  3.0  5.0  6.0  31.7  20.707  0.221 
20190  4.0  15.0  10.0  16.0  5.0  7.0  3.0  0.0  46.7  12.390  0.233 
20200  1.0  7.0  20.0  13.0  8.0  2.0  7.0  2.0  38.3  17.264  0.187 
20211  1.0  13.0  23.0  7.0  5.0  4.0  3.0  4.0  26.7  15.224  -Q.  048 
20221  1.0  13.0  20.0  9.0  3.0  9.0  3.0  2.0  35.0  13.659  0.252 
20231  4.0  8.0  311.0  15.0  1.0  0.0  1.0  0.0  26.7  18.407  0.263 
20240  4.8  22.8  10.8  7.2  1.2  7.2  6.0  0.0  26.0  6.089  0.080 
20250  4.0  14.0  13.0  13.0  3.0  6.0  7.0  0.0  36.7  5.801  0.141 
20261  3.0  18.0  11.0  7.0  4.0  11.0  2.0  4.0  36.7  12.289  091 
20270  0.0  14.0  23.0  13.0  2.0  3.0  1.0  4.0  30.0  5.993  C.  099 
300.  Li  5.0  10.0  27.0  6.0  6.0  6.0  0.0  0.0  30.0  13.686  Z.  106 
30021  5.0  12.0  25  -0  4.0  1.0  5.0  3.0  5.0  16.7  11.840  0.141 
30030  0.0  21.0  19.0  9.0  6.0  2.0  0.0  4.0  28.3  11.302  0.306 
30040  0.0  7.0  22.0  10.0  6.0  9.0  2.0  4.0  41.7  25.170  2*,  -  16  --, 
30050  0.0  6.0  33.0  7.0  6.0  3.0  2.0  3.0  26.  -7  17.693  0.160 
30061  0.0  16.0  i7.0  10.0  2.0  9.0  6.0  0.0  35.0  16.720  0.1-24 
40011  3.0  0.0  27.0  4.0  7.0  8.0  8.0  3.0  31.7  18.539  2.292 
40021  0.0  6.0  31-0  9.0  6.0  5.0  0.0  3.0  33.3  24.022  -2.226 
40031  2.0  0.0  34.0  4.0  6.0  8.0  0.0  6.0  30.0  23.752  -; -,.  990 
40040  1.0  23.0  17.0  4.0  5.0  3.0  3.0  4.0  20.0  16.518  2.234 
40050  3.0  15.0  21 
.0 
8.0  3.0  8.0 
-ý  .0 
1.0  31.7  10.565  %.  '  .044 
40060  0.0  8.0  27.0  8.0  5.0  8.0  0,0  4.0  35.0  222  . 
631  2.1  j5 63 
40070  4.0  6.0  19.0 
40081  3.0  6.0  17.0 
40091  0.0  13.0  35.0 
40101  0.0  8.0  30.0 
40111  0.0  7.0  26.0 
40121  99.9-  99  .  9ý  99.9. 
40131  2.4  7.2  13.2 
40141  7.0  24.0  11.0 
40151  0-0  155  .0  21.0 
40161  0.0  10.0  31.0 
40171  0.0  0.0  60.0 
40181  5.0  2.0  27.0 
40191  1.0  13.0  27.0 
a  o=  1.0  7.0  18.0 
50011  5.0  9.0  22.0 
50020  0.0  9.0  22.0 
50030  4.0  19.0  24.0 
50040  3.0  4.0  32.0 
50050  4.0  12.0  23.0 
50060  0.0  13.0  28.0 
50070  6.0  19.0  29.0 
, buuru  1.6  8.1  -37.3 
60020  2.0  3.0  25.0 
60030  7.0  10.0  20.0 
60040  0.0  4.0  33.0 
60051  2.0  22.0  22.0 
60061  3.0  4.0  33.0 
60071  7.0  12.0  22.0 
60080  6.0  0.0  34.0 
60091  6.0  9.0  26.0 
60100  0.0  10.0  17.0 
60110  1.0  9.0  10.0 
60120  2.0  10.0  21.0 
60130.  0.0  10.8  22.8 
7U010  3.0  6.0  25.0 
14.0  4.0  8.0  2.0  3.0  43.3  16.790  0.183 
11.0  6.0  12.0  0.0  5.0  48.3  15.425  0.176 
S.  0  3.0  2.0  0.0  2.0  16.7  18.169  0.376 
8.0  3.0  6.0  1.0  4.0  28.3  18.704  0.149 
11.0  1.0  5.0  5.0  5.0  28.3  17.887  0.360 
99.9  99 
.9  99.9.  gg.  -g  .  99.9  99.9.  20.779  9.990 
12.0  7.2  6.0  12.0  0.0  42.0  21.910  0.125 
2.0  6.0  6.0  3.0  1.0  23.3  4.513  -0.025 
8.0  6.0  7.0  7.0  6.0  35.0  13.909  -0.027 
5.0  2.0  7.0  3.0  2.0  23.3  14.231  0  463 
0.0  0.0  0.0  0.0  0.0  0.0  22.475  9.990 
5.0  2.0  7.0  8.0  4.0  23.3  12.810  0.167 
5.0  5.0  7.0  2.0  0.0  28.3  25.127  0.458 
11.0  5.0  6.0  2.0  10.0  36.7  10.135  0.087 
7.0  3.0  3.0  3.0  -  8.0  21.7  18.108  0.171 
13.0  4.0  6.0  6.0  0.0  38.3  17.973  0.047 
5.0  4.0  0.0  0.0  4.0  15.0  7.802  0.116 
4.0  3.0  10.0  2.0  2.0  28.3  25.172  0.373 
10.0  8.0  3.0  0.0  0.0  35.0  15.600  -0.030 
10.0  1.0  4.0  4.0  0.0  25.0  23.271  0.291 
2.0  1.0  0.0  3.0  0.0  5.0  12.022  0.196 
4.9  4.9  3.2  2.0  0.0  21.6  22.389  0.392 
12.0  8.0  1.0 
. 
5.0  4.0  35.0  20.391  0.014' 
6.0  7.0  5.0  5.0  0.0  30.0  15.380  0.355 
11.0  1.0  5.0  3.0  3.0  28.3  23.863  0.287 
9.0  2.0  0.0  0.0  3.0  18.3  15.587  0.185 
4.0  5.0  6.0  0.0  5.0  25.0  23.193  0.325 
11.0  1.0  4.0  0.0  3.0  26.7  16.685  0.231 
6.0  1.0  7.0  6.0  0.0  23.3  18.450  0.134 
9.0  1.0  6.0  0.0  3.0  26.7  8.484  0.067 
16.0  5.0  7.0  4.0  1.0  46.7  9.837  0.228 
18.0  8.0  7.0  4.0  3.0  55.0  25.359  0.385 
13.0  4.0  8.0  1.0  1.0  41.7  8.314  0.209 
21.6  0.0  0.0  4.8  0.0  36.0  16.951  0.002 
14.0  1.0  5.0  4.0  2.0  33.3  14.632  0.096 (c  - 
CI  HOW  TO-  READ  THETABI  S,  * 
Suhieci  11)  (5  M)  -digýil-aumbe 
I  st  digit:  the  student  year 
I  First  N"ear. 
2  Second  Year. 
3  Third  Year. 
4  Fourth  Year. 
5  Fifth  Year. 
6  Sixth  Year. 
7  Seventh  Year. 
2nd  digit:  which  faculty. 
0  Faculty  of  Medicine. 
3rd  and  4th  digits:  number  allocated  to  student  enroled  in  the  study.  In 
each  year  there  is  a  maximum  of  80  students,  therefore  the  numbers 
start  from  01  through  to  80. 
5th  digit:  gender. 
0  Female  Student. 
I  Male  Student. 
For  example.  I.  D.  number  I  Oo  1  11  relCrs  to  the  first  student  enroled  in  the 65 
study  from  the  first  ytar  In  the  medical  school.  This  . vas  a  male 
student. 
At  this  point  it  may  be  usct'al  to  give  some  brief  characterisations  of  each  of  the 
scores  listed. 
Stap-e  2:  Represents  considerations  that  focus  on  the  direct  advantages  to  the 
C7  - 
actor  and  on  the  fairness  of  simple  exchanges  of  favour  for  favour. 
Stage  3:  Represents  considerations  that  focus  on  the  good  or  evil  intentions  of 
the  parties,  on  the  party's  concern  for  maintaining  friendships  and 
good  relationships,  and  maintaining  approval. 
Stawe  4:  Represents  considerations  that  focus  on  maintaining  the  existing  legal 
system,  maintaining  existing  roles  and  fonnal  organisation  structure. 
SWe 
-SA: 
Represents  considerations  that  focus  on  organising  a  society  by 
appealing  to  consensus  pioducing  procedures  (such  as  abiding  by  the 
will  of  the  people),  insisting  on  due  process  and  safe  guarding 
minimal  basic  rights. 
Siagc-5-B:  Represents  considerations  !  hat  focus  on  organIsIng  social 
arrangements  wid  iclationships  in  tenns  of  intuitively  appealing  ideals 
-ling  general  support).  (but  Much  may  lack  a  ratlonýle  ',  'o,,  -  gai,,. 6c 
St'-we 
-6:  1  in  terms  of  corisiderations  that  focus  on  organising  soc*ct--,,,  i 
C4  iIIII  Jiai  appeal  to  a  rationale  for  eliminating  arbitrarY  factors  and 
that  ara-  designed  to  optimise,  -nutual  human  welfare. 
I,  >  A:  cprescras  mns-ide.  -ations  that  reflect  an  Anti-establishment  attitude.  These 
considerations  pre-suppose  an  understanding  of  Stage  4,  but  fault 
existing  authorities  and  "the  establishment"  are  seen  to  be  hypocritical 
and  inconsistent  with  its  own  rationale.  The  'A'  point  of  view  is 
cfitical  but  offers  nothing  positive  in  its  place. 
M.  Does  not  represent  any  point  of  view  or  type  of  moral  reasoning.  'M'  stands 
foi-  Meaningless  items.  These  are  items  written  to  serve  as  an  internal 
reliability  check  on  whether  subjects  are  following  directions  or  no(. 
'VP  items  are  written  in  a  pretentious  and  lofty  sounding  manner,  but 
are  really  meaningless  on  the  6-story  fon-n,  if  a  subject's  'M'  score  is  8 
or  above,  his/her  questionnaire  results  are  discarded  because  their 
A  hiv,  )h  'M'  score  signifies  that  he/she  was  attending  more  to  perceived 
complexity  and  'loftiness  ol'-  the  items  than  to  the  meaning  of  the 
items. 
R 
-sco-,  c:  I  Pns  is  the  most  important  DIT  score.  It  is  interpreted  as  the  relative 
impop.  ance  that  suýjects  give  to  principled  moral  considerations,  that 
iF,  to  stage 
5  and  stage  6  items.  It  is  the  simple  sum  ot'scores  from 6-  -  /- 
5a,  Puld  6,  d!  vidr.  d  by  0.6  and  converted  to  a  permnitl.  (Lhe 
rjun+%ýt  for  st-)g!  ý--s  2. 
-), 
4.5a,  5b,  6,  A  and  M  should  aký  ays  add  up  to 
60  :1., 
1 
i  it  (,  -st,,  )r,  '  for  n  -n  ol  the  DIT).  If  too  much  data  is  missing  ter  a 
thic  comput,  ý,  r  program  used  inserts  99.9  to  indicate  that 
the  questiortnaiie  should  be  invalidated  and  removed  from  fijxfher 
I  analysis. 
fl-s.  c.  ore:  Represents  a  composite  score  based  on  Professor  Mark  Davison's 
scaling  analysis  of  DIT  items.  (25)  It  bypasses  all  a  pnon  stage 
designations  and  derives  scale  values  for  the  items  through  a  latent- 
trial  unfolding  process. 
The  sýib.,  ied's  ratings  of  the  items  are  multiplied  by  the  item's  scale  values  and 
sivmu-ned  up.  The  D  score  behaves  very  much  like  the  p  score,  and  its 
the  p  score  that  is  of  importance  in  this  study. 
U-score:  R-k-presents  a  new  index,  the  'utilizer'  score,  investigated  by  Drr 
(19)  -  ph--r  Thorna.  Fheoretically  this  score  represents  the  degree  to 
-which  a  subject  uses  concepts  of  justice  in  making  moral  judgements. 
By  implication  this  asserts  that  some  people  use  consideratioris  and 
c0teria  tor  deciding  what  is  morally  right  other  than  concepts  of 
- 
ju:  ýticc.  For  instance,  some  people  use  religious  doctrine  to  decide 
IIIII 
,,  lai  i,  ý  monill\  right  even  if  this  contradicts  what  they  think  is  fair 68 
-  id  Just_  J-he  U  score  is  derived  from  two  pieces  of  DIT  data-.  the 
action  c.  hj;.  ccs  that  people  make  (i.  e.  Heinz  should  steal.  or  Heiriz 
should'  not  steal),  and  secondly  from  the  items  that  they  rank  as  most 
!  mportant.  'I  horna  has  shown  that  each  of  the  12  items  for  -ach  storýý 
has  a  iog;  cal  implication  that  favours  one  action  choice  or  the  other.  If 
Ibe  items  that  a  person  picks  tend  to  go  along  with  the  person's  action 
choice,  then  the  person  has  a  high  U  score  because  it  is  inferred  that 
the  person's  concepts  of  Justice  (exemplified  in  DIT  items)  is  driving 
the  advocacy  of  a  particular  course  of  action.  If  there  is  little  fit,  then 
the  person  has  a  low  U  score  and  it  is  inferred  that  the  person  makes 
moral  decisions  on  some  different  basis  than  concepts  of  justice.  The 
practical  importance  of  the  U  score  is  that  it  can  be  used  to  increase 
the  predictability  to  behaviour.  The  U  score  can  range  from  +1.0  to  - 
1.0,  but  usually  most  scores  are  between  0.1  and  0.2. 
11  CONSISTENCY  CHECK 
Anoilm-  check  on  the  reliability  of  the  subjec!  in  taking  the  DIT  (in  addition  to  the  M 
score  c',.  le(-k),  is  the  Consistency  Check.  This  procedure  is  especially  designed  to 
pick-up  thosc  stibjects  who,  are  ra-ndomly  marking  the  items  without  reading  them  or 
v.,  ithou'.  iinderstanding  the  questiotmaire  Is  instructions.  It  works  by  comparing  the 
ratir.  F,  data  (thc  . Arcles  to  the  left  of  the  12  items)  with  the  ranking  data  (the  block  of 
tou  !  -,  rie-,  of  circles  at  the  bottom  of  each  story).  Ordinarily  we  expect  there  to  be 
c(-,  nsi-)tcn--,,,  netvven  the  ratings  and  the  rankings  (as  a  common  sense  ,  tr 61-1 
assumpt,.  on).  ",,  'or  instai,  c-o-  if  a  rzoiked  iteni  number  7  as  the  most  important 
item  out  of  1  12.  th,  --n  N-,,  -ould  expect  that  no  other  item  would  be  rated  hý  the  same 
subject  higher  then  ;.  tet---  number  ý.  'Mc  Consistency  Check  works  this  way:  counting 
up  the  number  of  timýl  'h3t  those  ý-  --s  I  -xpectations  are  violated,  if  there  are  too  many 
inconsistencies,  dný-n  the  questionnaire  fails  the  Consistency  Check.  Furthermore. 
subjects  who  do  not  dlý-xrtminale  items  and  repeatedly  go  down  the  list  and  mark 
items  with  the  sarne  rating  are  also  caught  by  the  Consistency  Check.  If  a  subýject 
completely  omits  a  story  that  was  assigned,  then  the  'non-discrimination'  condition  is 
also  invoked  since  then  all  of  the  ratings  are  rated  the  same  (e.  g.,  all  left  blwik).  and 
that  subject's  questionnaire  will  fail  the  Consistency  Check. 
It  is  usual  in  studies  using  the  DIT  to  lose  between  5%  and  15%  of  a  sample  to 
invalidating  from  the  Consistency  Check  or  M  score.  Anything  much  higher  than  this 
generally  means  that  the  s-.  -ibjects 
for  the  study  were  insufficiently  motivated  to  take 
the  test  or  Nvere  tired  when  taking  the  test  or  have  insufficient  reading  skills  to 
understand  it. 
I  t1iink  that  thc  insuff-icient  motivation  would  apply  to  the  results  obtained  from  this 
study,  since  first,  the  sludents  were  asked  to  take  the  test  home  and  answer  it  at  their 
convenience,  provided  G-A.,  -y  don't  take  more  than  30  minutes  to  go  through  the  6-story 
tI  omi  and  secondIN,  the  was  translated  fuNy  to  Ara-bic  and  hence  any  difficulty 
I  n.  it  app]  v.  Another  expianation  of  the  poor  response  might  be  with  reading  sklils  xvi  I 
the  "Western/clifferent"  themc  of  the  ociries  used  in  the  DIT.  It  would  therefore  be 
interesting  to  sc:  -,  the  ose  of  ii-ime  "!  s!  ar-n,  c/'Arabic"  theme  to  the  stories  will 70 
Yield  m.  ore  response. !I 
THE  EINA!,  SAMPLE 
i  icre  , av  tiie  wa-,  s  that  subjects  may  be  eliminated  from  the  final  san-.  pj,  ý. 
I  -if  the  questiotinaire  could  not  be  run  through  the  optical  scan  machine 
bo:  ause- 
L-  The  paper  was  folded,  tom,  mutilated. 
F-I 
L,  The  DIT  was  not  filled  in. 
The  subject  put  multiple  checkmarks,  A,,  here  onlý  one 
response  was  required  (e.  g.  marking  several  items  as  first 
importance). 
1)  The  subject's  M  score  is  too  high. 
-The  subject  is  too  inconsistent  on  the  consistency  check. 
The  sub.  lect  uses  the  same  response  too  much  and  is  non- 
discrii-ninating  or  leaves  out  a  whole  story. 
-The  suloject  has  too  much  missing  data  scattered  throughout  the 
qLJCStionnaire  (indicated  by  having  99.9  scores). 
-The  subýject's  M  is  not  a  real  integer  (that  Is,  has  a  blank  space  In  the  5  dIgIt 
ID  nw-riber'like  123-5  instead  of  12345). I.  In  this  studý  53  questionnaires  were  eliminated  from  the  final  smipie  becau.  "C  of-  a 
conibývation  of'  the  abmx  mentioned  Fhere  is  no  reason  to  belic,.  c  that  these 
swdents  were  any  different  from  the  rest  of  the  students  who  were  included  in  the 
TH  E  STAT  I  STI  C'S 
Table  2.  DescriLltive  Statistics  For  Total  Sample  and  Sub  SamIlles- 
-  DTT  !;  CORFS 
stagP2  S  tlk(g(-  3  StA(gr.  4  StAge5A  St  a  rl  m5  13  Stag--6  A  M  p  D  u 
MEAN  3 
. 
262  10.350  24 
. 
162  7 
. 
282  4  297  5.165  2 
. 
353  3.135  27.900  15.864  0.169 
SO  1.927  3  .  853  5.660  4.5-70  1.649  2  787  2 
.  173  2.180  7.706  5 
.  423  0.135 
MENI  3.100  10.850  20.808  10.  OB3  4  .  438  5.204  2.929  2.587  32  .  888  17.127  0.158 
SD  2.550  6.830  7.347  3  .  890  2.850  3.276  2.312  1.910  11.422  4  . 
366  0.101 
MEAN  2,500  11.000  25.500  6.750  3.  *750  5.750  2.750  2.000  27.100  14  .  985  0.133 
SD  2.687  4.163  6.608  2.500  2.630  2.500  2.500  2.449  7.727  2.703  0.023 
MEAN  2.340  8.820  23.520  7.500  4  . 
620  6.700  3 
. 
700  2.800  31.360  16.647  0.188 
SD  2.404  6.936  7.763  3.375  2.196  2.627  4  . 
347  1.751  9.259  6 
. 
016  0.129 
MEAN  3.400  12.600  26.000  6.800  4  .  000  3.800  2.200  1.200  24 
. 
320  15.714  0.1.11 
SD  2.191  6.504  4.301  4  .  550  2.550  4  . 
266  2.490  1.789  14  .  013  6.  S35  0.155 
MEAN  3.000  10.300  24  .  133  11.767  3  .  167  2.500  2.967  2.167  29.050  18  .  143  0.179 
SD  3.22S  6 
. 
828  4  . 
633  5  .  269  3.430  2.429  2.418  1.722  6  .  423  3.331  0.145 
MEAN  3 
. 
056  10.420  23  . 
308  8.455  4.212  5.113  2.751  2  . 
687  29.632  16  .  415  0.164 
SD  2  . 
273  5.515  6.392  4  .  420  2.379  3  .  032  2.551  2  .  013  9.488  4.955  0.120 /A 
I..  !  his  table  prm,,  ide,  -,  means,  standard  deviations  and  saniple  numbers  for  oil  the  DIT 
;  ndic-ý!  s,,  'stages 
-1.3.4.5A, 
5B,  6  and  A.  M,  P.  D  and  I  ").  it  provides  these  descriptixe 
statistics.  i-or  the  total  sample,  and  for  each  of  the  subgToups  formed  by  gioupii-ig  on 
t1w  fit-st  digit  of  the  ID  number  i.  e.  first  year  students.  second  year  students,  etc. 
is  of  significance  here  to  notice  that  mean  P  score  for  the  different  subgroups  is  as 
1,01lows: 
First  year  medical  students: 
mean  P  score  =  27.900 
Second  year  medical  students: 
mean  P  score  =  32.888 
Third  year  medical  students: 
mean  P  score  =  27.100 
Fourth  year  medical  students: 
mean  P  score  =  31.360 
Fifth  year  medical  students 
mean  P  score  =  27.320 
Sixth  year  medical  students 
mean  P  score  =  29.050 
Total  mean  P  score  =  29.63  2 Data  from  thousands  of'subjects  havt  r,.  c,  -Iltl\  bect-i  1jniniw!  sed  by  the  Ccntcr  t'Or  the 
study  of'  ethical  development  of  the  univcrsitN  of'  Minnesota,  in  two  secondary 
analvscs.  I  he  data  came  froni  ý,,  --.  d-reds  of  stijdics  and  dc,  not  constitute  a  trulv 
representative  sample  of  the  USA  dravn  at  -andom.  Rather,  the  samples  came  From 
hundreds  of'  investigators  from  all  over  the  USA  who  have  conducted  studies  with 
the  Drr  and  sent  reports  of  their  findings  to  the  Center.  This  data  provides  a  basis  for 
comparing,  the  responses  to  the  DIT  made  by  subjects  in  any  study  (including  mine) 
with  those  samples  drawn  from  the  various  populations  on  which  the  DIT  has  been 
normed. 
T,  qble  -3- 
(f)IT)  [ndices  fromthe  Stantiardisation  Samples, 
Sýage2  stage3  Stage4  StageSA  StageSB  Stage6  A  m  p  0 
%T-I;  6.300  :  5.100  20.240  8.0io  2.580  1.  4.0  3.760  2.680  20-  000  10  340 
lrý  Z-0  )  SD  3 
. 
110  5- 
33- 
10  5.740  4 
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MaA-ll  ;. 
_si  1-,.  3;  0  19 
.I 
"1  0  13  100  3 
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090  2  420  2ý  '720  2.510  31.  )20  19 
.  480  0.  5 
273  ;  SD  3.140  5.  iio  7.280  6.460  2.780  2.  450  2.6,;  0  2.050  13 
ý 
900  7 
. 
230  0. 
-,  -- 
Col  -'ece 
KE;  ýV  3ý  )SJ  3.  gOO  17  .  oio  15.810  ý'  .  200  4.  890  2.540  2.390  43.  190  25  .  410  0.  -'ý3 
(r.  -  27)  SD  2  . 
811  5.  --;  0  8.070  6.310  3  .  400  3  340  2.510  2.  Z-;  O  14  . 
320  -1 
. 
goo  0.  ý,:? 
Grad  XEAN,  2.240  .  960  1", 
. 
970  15  .  090  5.260  6  560  1-360  3.0;  0  4.;  .  350  28 
.  260  0.  ý194 
27C  2.  -Zi3  i.  3  0  8.670  6ý110  3  .  520  3.  350  2  .  430  2.350  1E  060  8  .  030  L,  .  C:  5 
A-EA.  14  2.  J03  7  .  40C  11  .  400  0.000  0.000  O.  OOG  0  000  0.000  6Z  i  10 
4'J  SO  'Z  -,  C0  6  ;  cc  4.700  0.000  0  000  0  000  0  000  0.000  il.  -Co 
I / 
_n 
As  can  be  seen  from  this  table,  the  generalisation  seems  to  hold  pretty  well  that  the  P 
scores  of  junior  high  school  subjects  averages  in  the  20s,  senior  high  school  subjects 
are  in  the  30s,  college  subjects  are  in  the  40s,  graduate  students  are  in  the  50s,  and 
adu'jts  in  general,  are  in  the  40s.  Among  demographic  variables,  education  is  by  far 
the  most  powerfully  associated  with  DIT  scores.  In  school  age  samples,  age  and 
education  are  confounded,  but  in  post  high  school  samples,  education  is  far  more 
predictive  of  DIT  scores  than  chronological  age(19).  This  is  true  in  both  cross- 
sectional  studies  and  in  longitudinal  studies.  Sex  differences  are  trivial  on  the  DIT 
accounting  for  less  than  0  of  a  percent  of  DIT  variance.  IQ  and  religion  are 
somewhat  correlated  with  DIT  scores,  and  sometimes  geographic  region,  especially 
when  the  geographical  locale  signifies  a  conservative  social-political  milieu. 
However,  education  is  really  the  only  demographic  variable  on  which  norms  were 
based. /  P- 
TahleA, 
- 
StRti 
--StiCql  t-Te---,  t  an  the  P  Score-  Differ  c  f-n  jjotv,,  tývr,  1_01,  al 
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This  is  basically  to  show  whether  my  sample  and  each  sub  sample  in  it  is 
statistically  different  from  a  USA  norm  sample  of  junior  high  students,  senior 
high  students,  college  students,  college  graduates  or  Ph.  D  students  in  moral 
philosophy/political  science  or  liberal  seminary  students. 
Whenever  the  probability  is  less  than  0.05,  then  there  is  a  statistical  evidence ￿I 
that  there  is  a  significant  difference  between  the  two  groups  being  compared. 
It  is  significant  to  notice  that  the  total  P  score  of  my  subjects  is  less  than  the  P 
score  of  the  college  students,  graduate  students,  and  students  in  philosophy 
and  similar  education. 
The  total  P  score  of  my  subjects  from  year  one  to  year  seven  is  comparable  to 
the  P  score  of  the  senior  high  school  students  in  the  USA  norm  standardised 
groups. 
3A  CONCLUSIONS 
A  total  of  180  medical  students  participated  in  this  study  on  a  purely  voluntary  basis. 
493  DIT  forms  were  initially  distributed  to  all  seven  year  medical  students.  Pre- 
medical  and  pre-clinical  students  (years  1,2,3,4),  received  their  fornis  in  person, 
while  clinical  year  students  (years  5,6,7)  who  were  attached  to  different  teaching 
hospitals  around  the  country  received  their  forms  via  the  university  internal  mail. 
From  this  subject  pool,  the  scoring  of  the  DIT  checks  for  internal  consistency  and 
meaningfulness  of  the  responses  yielded  a  29%  sample  loss,  which  is  not  unusual  for 
DIT  studies. 
The  statistical  analysis  was  perfornied  on  the  subjects  who  passed  the  sconng  critena 
(27.8%).  The  first  four  years  had  substantial  representation  in  the  final  sample.  this 
however,  was  not  the  case  for  students  in  the  three  clinical  years. I 
The  Medical  Class  effect 
Fhere  was  no  significam  ditTerence  found  in  the  DIT  scores  of  students  between 
classes,  although  age  increased  with  class  year,  as  expected,  this  was  not  reflected  in 
the  P-score  of'  the  students.  There  was  also  no  significant  difference  between  the 
moral  reasoning  scores  of  pre-clinical  students  compared  to  the  scores  of  clinical 
students,  if  at  all  there  was  a  decrease  in  the  scores  for  students  in  years  five  and  six. 
30 
25 
20 
p  value 
is 
10 
5 
0 
N  P-value 
Ln 
-0  -  -0  -0  -0  -0  -0 
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I-  Gender  Effect  hL 
Fhere  were  significant  differences  with  the  DFI  scores  hy  gender  in  all  the  tcsted 
years  with  exception  to  year  four.  The  p-score  of  temale  studentý  statistlcaliý  was 
higher  than  the  p-score  oftheir  male  colleagues. 
To  date,  the  literature  reviewed  examining  gender  differences  in  moral  reasoning  as 
defined  by  Kohlberg's  theory  does  not  support  Gilligan's  claim  that  Kohlberg's  moral 
reasorUng  theory  is  gender  biased.  The  meta  analysis  of  56  samples  of  over  6,000 
male  and  female  subjects  by  Thoma  in  1986  reported  that  at  every  age  and 
educational  level,  females  scores  significantly  higher  than  males.  However,  he  found 
that  education  was  500  times  more  powerful  in  predicting  moral  judgement  level 
thm  gender. 00 
it  is  interesting  to  notice  that  a  Professor  of  Psychiatry  and  Humanities  in  medicine 
thinks  that 
(26) 
"During  the  pa-st  30  years,  the  two  influences  that  have  had  the  greatest  impact  on  the 
moral  growth  and  moral  reasoning  capacity  of  medical  students  have  been  the 
incorporation  into  the  medical  school  curriculum  of  courses  in  medical  humanities 
and  the  admission  to  medical  school  of  an  increasing  number  of  female  students". 
Professor  Knight  also  added  that: 
"Anyone  who  has  been  involved  in  academic  medicine  during  the  past  three  decades 
will  testify,  from  an  observational  viewpoint,  that  women  have  brought  to  medicine 
an  increased  commitment  to  the  morality  of  care  or  responsibility,  to  blend  with  the 
male  emphasis  of  morality  as  justice  and  rights". 
The  trends  in  the  data  indicates  a  strong  socialising  factor  of  the  medical  education 
experience.  There  appears  to  be  a  homogeneity  in  moral  thinking  among  medical 
students  regardless  of  the  gender,  class  or  clinical  experience. 
Of  course  with  only  one  point  of  measurement  -  as  it  is  the  case  in  this  study,  there  is 
no  way  of  knowing  what  will  happen  to  the  moral  reasoning  of  the  individual  student 
after  the  measurement.  This  question  can  only  be  answered  with  a  longitudinal  study 
measuring  moral  reasoning  of  each  student  and  following  it  through  the  seven  years 
at  the  medical  school. 3.5  RELIABILITY  AND  VALIDITY 
Moral  judgement  is  a  psychological  construct  that  cannot  be  validated  or  invalidated 
by  a  single  kind  of  finding.  It  is  a  construct  with  many  empirical  implications.  What 
follows  is  a  brief  outline  of  the  Center  for  the  Study  of  Ethical  Development  at  the 
University  of  Minnesota  (19)  treatment  of  reliability  and  validity  discussed  in  terms  of-. 
I.  Face  validity. 
2.  Criterion  group  differences. 
3.  Longitudinal  change. 
4.  Experimental  enhancement. 
Resistant  to  faking. 
6.  Cross-cultural  studies  and  universality. 
7.  Cross-cultural  studies  using  the  DIT. 82 
Like  most  other  tests  of  moral  judgement,  the  DIT  task  itself  obviously  involves 
making  ju  gements  about  moral  problems  (unlike,  say,  the  interpretation  of  ink-blots 
or  story  completions  which  are  indirect  ways  of  assessing  psychological  variables), 
the  DIT  does  not  only  ask  what  line  of  action  the  subject  favours  (i.  e.  to  steal  or  not 
steal  a  drug),  but  is  concerned  with  a  subject's  reasons  behind  the  choice. 
CRITERION  GROUP  VALIDITY 
The  basic  strategy  of  criterion  group  validation  is  to  demonstrate  that  groups  of 
subjects  who  ought  to  have  different  scores  on  a  measure  do  in  fact  have  different 
scores.  On  a  measure  purporting  to  measure  the  development  of  moral  judgement,  we 
would  expect  (on  a  common  sense  basis)  that  world  renown  moral  philosophers 
would  have  high  scores.  At  the  other  extreme  one  would  expect  the  scores  of  a  ten 
year  old  subject  to  be  lower  than  those  of  the  moral  philosopher  group  because  of 
their  young  age  and  lack  of  education. 83 
I  LONGITUDINAL  Y"ALIBITY  - 
A  crucial  test  of  any  developmental  measure  iis  to  show  change  in  the  direction  of 
higher  stages  for  subjects  who  are  retested.  Several  longitudinal  studies  by  Rest 
reported  significant  upward  trends  over  four  years  at  three  testings  for  the  P  score  and 
for  the  D  score. 
Similarly,  analysis  of  individual  patterns  of  change  show  an  upward  trend.  Cohort- 
sequential  and  time-sequential  analysis  indicate  that  this  upward  movement  cannot 
be  attributed  to  generational  or  cultural  change,  testing  effects  or  sampling  bias.  In 
"Moral  development:  advances  in  research  and  theory"  by  Rest  and  colleagues  (27) 
,  ten 
longitudinal  studies  are  cited  which  show  significant  upwards  trends.  Among  the 
most  interesting  study  is  a  report  of  a  ten  year  longitudinal  studies  showing 
significant  changes  over  time,  in  relation  to  education  and  to  life  experiences. 
VALIDATION  THROUGH  EXPEEtIMENTAT.  ENHANCEMENT 
If  the  DIT  is  measuring  moral  judgement,  and  if  moral  judgement  is  a  distinctive 
domain  of  development,  then  experiences  which  focus  on  the  enhancement  of  moral 
reasoning  ought  to  increase  DIT  scores.  At  the  same  time  ,  if  the  DIT  is  assessing 
something  fundamental  (like  a  person's  basic  problem-solving  strategies  in  dealing 
with  moral  dilemmas)  and  is  not  measuring  a  surface  phenomenon  (like  learning  a 
special  vocabulary  or  learning  pwlicular  slogei?  s)  then  we  would  expect  progress  in 84 
stim-alating  moral  development  to  be  low  and  graduod.  Lndeed.  izitervewtion  studies 
do  give  us  that  picture  of  the  change  M,  DILT  sccres  by  educational  inten,  entions.  The 
.  novernent  of  the  experimental  groups  in  these  moral  education  interventions  is  slow 
(even  if  significantly  greater  than  in  controi  groups),  the  amount  of  change  was  less 
than  in  the  longer  term  longitudinal  studies,  and  change  by  educational  intervention 
requires  a  heavy  focus  on  moral  problem  solving.  A  particularly  interesting  study 
showed  that  an  ethics  class  increased  DIT  scores  but  not  logic  scores,  and  a  logic 
class  increased  logic  scores,  but  not  the  DIT  scores(19).  This  indicates  that  each  test 
(the  DIT,  the  logic  test)  is  sensitive  to  specific  domains  of  cognitive  development  and 
that  specific  interventions  are  more  effective  when  focused  on  a  specific  domain. 
FAKING  STUDIES 
McGeorge  (28)  asked  one  group  of  subjects  to  "fake  good"  on  the  DIT  by  pretending 
that  they  were  taking  the  test  to  show  "the  highest  Principles  of  Justice".  McGeorge 
asked  another  group  to  "fake  bad",  and  a  third  group  to  take  the  DIT  under  regular 
conditions.  He  found  that  under  the  "fake  bad"  conditions,  scores  were  lower  than 
under  the  usual  conditions,  but  under  the  "fake  good"  conditions,  scores  were  no 
higher  than  under  the  normal  test  conditions.  These  findings  suggest  that  under  the 
usual  conditions,  subjects  are  giving  their  best  notions  of  the  highest  Principles  of 
Justice,  and  that  the 
test-taking  set  off  "faking-good"  does  not  appreciably  increase  scores.  Basicallý,  this 
study  showed  that  under  normal  test  conditions,  the  DIT  is  eliciting  a  person's  best 
notion  of  justice  and  fai  mess. 85 
6.  CROSS-CIII,  IIJUAL  -  AND  LINIVERSALITV 
Kohlberg  argued  that  . -ertain  concepts  are  so  fundamental  to  human  interaction  in 
groups  that  they  are  relevent  regardless  of  one's  particular  culture.  Kohlberg  also 
argued  that  because  the  dilt-mmas  focus  on  universal  issues  such  as  life,  property. 
authority  and  trust  they  wili  represent  real  moral  conflicts  to  anyone  anywhere.  At 
this  stage,  two  questions  need  to  be  asked.  The  first  is  whether  Kohlberg's  moral 
dilemmas  present  in  the  DIT  adequately  sample  the  universe  of  moral  dilemmas  or 
are  they  so  culture-bound  that  they  do  not  elicit  a  subject's  best  performance  when  the 
subject  is  from  another  culture?  Secondly,  whether  the  moral  issues  contained  in  the 
dilemmas  reflect  the  general  issues  that  people,  universally,  tend  to  see  as  ethically 
relevant? 
George  Lind  (29)  asked  sirmlar  questions;  "how  can  we  know  that  an  (X)  value  is  a 
universally  valid  one  and  can  thus  be  made  the  basis  for  constructing  a  measure  of 
moral  development?  " 
The  simple  answer  to  this  question,  I  think  is  that  rational  judgement  and  empirical 
evidence  are  needed.  Rational  Judgement  cannot  totally  be  replaced  by  empirical 
evidence,  nor  can  it  be  rnade  the  sole  basis  of  cross-cultural  measurement. 
With  more  emphasis  on  methodology.  Carolyn  Edwards  (24)  in  her  cross-cultural 
research  on  Kohlberg's  stages:  Fhe  Basis  for  consensus,  argued  that  for  the  moral 
:d  !  6r  cither  a  particular  research  study  or  dilemma  methodology  to  1-be  consider--d  val. 86 
crAnparanve  research  in  general,  it  requires  three  things:  first,  the  specific  dilemmas 
uszd  ;n  research  must  be  real  to  the  particular  people  involved.  that  is,  they  must  raise 
issuzs  and  pit  va!  ues  important  to  the  respondents.  Secondly,  dilemmas  and  probing 
questions  must  be  well  translated  into  respondents'  native  language,  and  respondents' 
answers  must  be  translated  without  distortion  back  into  the  language  of  scoring. 
Fl.  -iid!  y,  the  methodology  itself  must  be  adequate  to  the  sensitive  task  of  eliciting 
respondepts'  best,  highest,  and  most  reflective  reasoning  about  morality. 
CHOSS-CULTURAT.  STUDIES  USINGTHE  in.  L 
The  DIT  has  been  used  extensively  since  the  1970s.  James  Rest  in  1994  reported  that 
the  number  of  studies  using  the  DIT  totals  well  over  1,000;  and  that  the  total  of 
subjects  taking  the  DIT,  numbers  in  the  hundreds  of  thousands;  the  DIT  has  been 
used  in  over  40  countries;  and  the  published  literature  on  the  test  is  extensive,  with 
about  150  new  studies  each  year. Figure  2  presents  data  from  6  countries  (Western  and  non-western).  Age  and 
education  are  represented  on  the  X-axis.  and  DIT  13  score  are  represented  on  the  Y- 
axis.  As  can  cleark  be  seen  fron,  this  figurv  in  country,  DIT  scores  increase 
mth.  age  and  education. 
Eigure  2.  ('ross  (,  ulturml  Studics  of  Agc[Edurafion  Trends  *-n-  Moul 
judgement-  Ernin  Rol,  1986,  la-408-  Puhfivihed  by  Pracge 
PnWisher-s- 8,  ý 
Fhe  hypothesis  of  this  study  is  that  the  medical  education  expenence  at  KLI,.  vait 
Universwv,  inhibits  the  normally  expected  increase  in  moral  reasoning  of  medical 
students.  The  study  specifically  hypothesis  that  there  will  be  no  significant  increase  ir, 
the  moral  reasoning  scores  of  medical  students  ITorn  their  first  to  seventh  vear  at 
medical  school. 
The  student's  moral  reasoning  was  assessed  using  the  Defining  Issues  Test  (DIT)  of 
Rest.  It  was  selected  because  of  the  extensive  literature  supporting  its  use  including 
reliability  and  validity  studies,  as  well  as  its  efficiency.  A  total  of  180  medical 
students  from  across  the  seven  years  of  the  cUrnculum  completed  the  DIT.  As 
expected,  no  significant  differences  were  found  in  the  DIT  P-score  between  years 
with  males  and  female  students  combined.  However,  significant  differences  were 
found  im  the  data  conceming  the  effect  of  gender  on  the  DIT  morai  reasoning  scores 
with  females  scoring  higher  than  did  their  male  classmates  in  five  of  the  six  years 
tc,,  ted.  Also,  there  were  no  significant  differences  between  the  moral  reasoning  scores 
of  pre-medical,  pre-clinical  students  and  the  scores  of  clinical  students.  These  results 
carne  as  no  surprise  to  the  researcher.  The  rigid,  hierarchical,  authoritarian  structure 
ol'inedical  education  worldwide  and  that  of  the  medical  school  in  Kuwait  combined 
ývith  the  absence  of  a  teaching  course  or  programme  in  medical  ethics  will  no  doubt 
have  its  negative  eflect  accumulated  over  seven  ý,  ears  on  the  moral  development  of 
studcnts. 89 
"An  educational  activity  should  satisfy  certain  criteria:  it 
should  be  worthwhile  and  valuable  for  its  own 
sake;  it  should  have  a  wide  cognitive  perspective,  it 
should  stimulate  interest  and  dedication  in  the 
student;  and  it  should  transform  his/her  outlook". 
(Calman  and  Downie,  1988). 90 
4.1  MORAL  DEVELOPMENT  IN  MEDICAL  EDUCATION: 
Iri  ordcr  to  place  my  results  in  a  iarger  context,  I  conducted  an  extensive  literature 
search  to  identify  methodology.  instrumentation  and  results  of  moral  development 
research  in  the  context  of  medical  education,  mainly  in  the  United  States. 
Three  kinds  of  studies  using  different  moral  judgement  instruments  to  describe  levels 
of  moral  judgement  predominate  in  the  literature: 
I.  Studies  that  compare  one  subgroup  of  professionals  with  another  (e.  g.  doctors 
with  nurses). 
I  Studies  that  compare  students  beginning  a  professional  programme  with 
students  finishing  the  programme. 
3.  Studies  that  use  existing  moral  judgement  instruments  to  pre-test  and  post- 
test  subjects  trying  to  evaluate  the  effect  of  courses  in  moral  education. 
The  instruments  used,  differed  from  study  to  study.  The  most  frequently  used  was  the 
DIT. -1 
1ýeveral  studies  have  utilised  Kohlberg's  original  Moral  Judgernent  Interview  MR.  as 
weil  as  Ubbs'  Sociornoral  Reflection  Measure  SRM.  At  this  stage,  I  think  it  is 
appropriate  before  reviewing  the  rest  of  the  literature  te  briefly  describe  the  MA  and 
SRM  measures. 
THE  MORA  1-11  IDGEMENT  INTERVIEW  (M-11). 
The  MA  is  considered  to  be  the  most  accurate  instrument  for  measurement  of  moral 
development.  It  consists  of  a  45  minute,  semistructural  interview  in  which  suýjects 
are  asked  to  resolve  a  series  of  three  hypothetical  moral  dilemmas.  Each  dilemma  is 
followed  by  a  systematic  set  of  open-ended  probe  questions  designed  to  enable  the 
subject  to  reveal  the  logic  of  his  or  her  moral  reasoning.  Successful  administration  of 
the  interview  instrument  involves  getting  the  research  subjects.  to  respond  as  to  what 
the  person  in  the  story  should  do  and  not  just  on  what  he/she  would  do  if  he/she  were 
the  person  in  the  story.  This  is  followed  by  probe  questions  aimed  at  elucidating  the 
reasoning  used  to  arrive  at  the  answer. 
A  transcnpt  of  the  interview  is  scored,  yielding  two  numerical  values.  One  score.  the 
Global  Stage  Score,  represents  a  category  describing  the  stage  structure  of  the 
research  subject's  reasoning  in  Kohlberg's  cognitive  moral  development  theory.  The 
other  score,  the  weighted  average  score,  is  a  continuous  score  that  ranges  from  a 
possible  law  of  100  to  a  maximum  high  of  500  and  is  correlated  to  the  stages  in 
cognitive  moral  development  theory. 92 
I  he  actual  scoring  of'  the  transmpt  of  the  interview  is  highly  sophisticated  and 
requires  specialised  training.  'T.  '-,  ic  scx:  nry  is  time  consuming  and  labour  intensive  C  tý 
just  as  the  data  collectioD  from  one-on-one  interviews  is  very  labour  intensive  also. 
As  a  result.  the  MJI  is  the  most  expensive  of  the  assessment  instruments  available.  (30) 
IL  THE  SOCIOMORAi,  REFLECTION  MEASURE 
The  SRM  developed  by  Gibbs  is  a  written  version  of  the  original  oral  MJI  that 
attempts  to  simplify  the  collection  and  scoring  of  moral  reasoning  data.  It  is  much 
less  complicated  to  score  than  the  MJI  and  thus  much  less  time  consuming  and  less 
expensive  to  use.  The  SRM  enables  researchers  to  incorporate  considerably  larger 
group  sample  sizes  than  would  be  the  case  with  the  MR.  The  SRM  like  the  MJI  aims 
to  get  justification  rather  than  the  recognition  or  preference  of  given  moral  reasons, 
such  as  is  accomplished  with  the  use  of  the  DIT.  Scores  on  the  SRM  range  from  a 
low  of  100  to  a  high  of  400  and  are  highly  correlated  to  the  stages  of  moral  reasoning 
found  in  Kohlberg's  Cognitive  moral  development  theory.  The  SRM  only  allows  for 
assessment  of  stages  one  through  four  and  not  for  the  post  conventional  or  principled 
reasoning  of  stages  five  and  six. THE  USE  OF  (])IT)  To  mEAsjjRE  MORAI,  DEVFI,  OpMF 
ýNT  IN 
MEDICAL  EDUCATION:  THE  USA  EXPERIENCE 
Empirical  studies  of  moral  reasoning  and  development  in  medical  students  and 
residents  is  associated  pnmanly  with  the  work  of  two  research  groups.  The  first  is 
the  group  led  by  Shehan  and  a  group  of  collaborators  at  the  University  of  Connecticut 
Health  Center.  The  second  group  led  by  Donnie  J.  Self  and  his  associates  at  the 
Texas  A&M  University  College  of  Medicine.  The  first  group  work  occurring  from 
about  1977-1985  and  the  second  from  1985  to  the  present. 
The  work  of  these  two  groups  have  primarily  featured  the  use  of  the  DIT.  The  earliest 
study  reporting  use  of  a  measure  of  principled  moral  reasoning  in  medical  students 
appeared  in  the  Journal  of  Medical  Education  in  1977  under  the  section  called 
"Briefs",  and  simply  reports  without  detail  that  there  was  no  significant  difference  in 
DIT  scores  between  students  who  took  an  experimental  class  in  human  values  in 
(31) 
medicine  and  a  comparison  group 
In  1978,  Husted  from  Sheehan's  group  at  the  University  of  Connecticut  Health 
Center,  presented  reports  on  her  studies  assessing  moral  reasoning  at  the  Annual 
(32) 
Research  in  Medical  Education  (RIME)  Conference 
. 
She  studied  moral  reasoning 
in  488  medical  students  utilising  the  DIT.  The  p  scores  of  50.2  for  the  first  year 
medical  students  and  50.8  for  the  third  year  students  showed  a  lack  of  progression  in 
their  moral  development.  In  addition,  she  compared  DIT  results  for  46  USA-educated 
paediatric  residents  with  58  graduates  of  foreign  schools  and  found  dramatic 
differences  N,  "th  the  USA  residents  scoring  higher  (p  scores  of  57.2'  vs  32.3  for  the 94 
foteign  school  residents). 
r'  (33, 
C  ook  working.  with  Sheehan's  group  in  1978  'and  testing  the  same  residents,  found 
a  significant  rorrelation  between  their  p  scores  and  attitudes  towards  aggressive 
trcatment  of  the  critically  I].  Those  with  higher  p  scores  tended  to  be  more  sensitive 
to  negative  family  attitudes  and  treat  less  actively  than  those  with  lower  p  scores. 
In  the  1979  RIME  proceedings  (34),  Daniels  and  Baker  reported  on  changes  in  moral 
development  in  60  students  (41  males  and  19  females)  as  measured  by  the  DIT  over 
an  I  8-month  period,  starting  at  entry  into  medical  school.  The  Fundamental 
Interpersonal  Relationship  orientation  -  behaviour  scale  (FIRO  -B)  developed  by 
Schutz  (1966)  was  also  utilised  to  relate  changes  in  moral  development  to 
concomitant  changes,  in  Interpersonal  relationship  style.  Daniels  found  that  there  was 
a  significant  decrease  ir.  the  use  of  less  mature,  stage  3  responses  and  a  significant 
increase  iii,  more  complex  stage  5  responses,  as  well  as  in  the  p  index.  Ile  also 
concluded  that  the  manner  in  which  students  adapt  to  their  social  environment 
influences  their  moral  development,  suggesting  that  "people  who  are  comfortable 
with  sensitive  interpersonal  involvements  demonstrate  greater  development  on  a 
variable  that  is  rooted  in  social  relationship,  i.  e.  morality.  " 
(351 
In  1980  Sheehan  and  co-workers  '  were  the  first  to  report  findings  with  regard  to 
moral  reasoning  and  Clinical  performance.  Having  hypothesized  a  threshold  level  of 
moral  reasoriing  as  a  nt-cessary  condition  for  adequate  ph-",  siclan  performance,  244 
pacclimric  housc  oil-iccrs  wc!  e  followed  for  four  years.  The  DIT  was  used  as  a 95 
measure  of  their  moral  reasoning  and  faculo,,  rat'  I  ings  as  measures  of  their  clinical 
perfonnance. 
Their  work  which  was  published  in  "Evaluation  and  the  health  profession"  indicated 
that  a  canonical  correlation  between  the  six  levels  of  moral  reasoning  on  the  DIT  and 
the  18  dimensions  of  clinical  performance  was  statistically  significant.  "The  results 
firmly  support  the  hypothesis  that  moral  reasoning  is  a  predictor  of  clinical 
performance.  The  Association  between  moral  reasoning  and  clinical  perfon-nance 
shows  up  consistently  across  many  approaches  to  the  data.  I'lle  nature  of  the 
relationship  suggests  that  high  moral  reasoning  virtually  excludes  the  possibility  of 
poor  performance.  In  addition,  it  appears  that  the  very  highest  level  of  clinical 
perfonnance  is  rarely  achieved  by  those  at  the  lowest  level  of  moral  thought". 
Givner  and  Hynes  in  1983  (36)  conducted  a  study  of  first  year  medical  students  who 
took  a  course  in  medical  humanities.  The  DIT  was  used  to  assess  their  moral 
reasoning:  fifty-one  of  108  students  fulfilled  a  commitment  to  complete  the  pre-tests 
and  were  compared  with  the  57  other  students  who  failed  to  do  so,  the  hypothesis 
being  that  students  with  higher  levels  of  moral  reasoning  would  be  more  likely  to  live 
up  to  their  commitments.  Results  revealed  that  the  mean  principal  reasoning  score  of 
the  fulfillers,  was  significantly  higher  (50.25)  than  that  of  the  non-fulfillers,  (45.75)  on 
the  pre-test.  The  authors  also  observed  that  the  principal  reasoning  scores  of  the 
fulfillers  increased  significantly  from  50.75  to  54.75  from  pre-test  to  post-test.  Stage 
5  scores  increased  significantly.  whereas  stage  3  scores  decreased  significantly.  Thus, 
the  study  confirmed  tneir  hypothesis  that  principled  persons  would  be  more  likely  to 96 
Ilve  up  to  their  commitments,  while  also  demonstrating  that  a  course  on  medical 
liumanitics  that  discussed  moral  dilemmas  and  ethical  issues  in  medicine  would 
cnhance  moral  reasoning. 
The  DIT  was  used  again  in  1984  (37),  but  this  time  to  assess  moral  reasoning  as  a 
critenon  for  admission  to  medical  schools  in  Israel.  This  project  involved  two 
schools,  one  of  which  selected  its  students  in  a  traditional  manner  based  on 
competitive  cognitive  performance  criteria,  whereas  the  other.  an  innovative, 
community-based  school,  selected  its  students  based  on  a  complex  process  where 
personal  interviews  considering  a  number  of  non  cognitive  criteria  determined  the 
final  choice  after  a  basic  screening  for  academic  perfon-nance.  240  out  of  319 
finalists  at  the  community-based  school  agreed  to  take  the  DIT,  while  216  of  the  316 
finalists  at  the  traditional  school  participated.  Both  of  these  groups  were  hu-ther  sub- 
divided  into  accepted  and  rejected  students.  Results  indicated  that  the  overall  p  score 
for  the  entire  studied  population  of  applicants  was  41  ±  13.8.  The  subgroup  admitted 
by  interview  to  the  community-based  school  scored  significantly  higher  (50.08  ± 
17.0).  than  the  other  3  subgroups:  namely,  applicants  rejected  at  the  community- 
based  school,  applicants  admitted  to  the  traditional  school  and  applicants  rejected  at 
the  traditional  school.  There  was  another  significant  correlation  between  p  score  and 
interview  score,  suggesting  that  the  interview  process  was  successful  in  the  selection 
of  students  with  higher  principled  thinking. 
Sheehan  and  his  c,,  )-  researchers  continued  to  study  moral  development  throughout 
1980s  They  used  other  accepted  measures  of  moral  reasoning  beside  the  DIT.  They 97 
used  Kz)hlberg's  rvIcyral  Judgement  Werview  MR,  as  well  as  Gibb's  Sociomoral 
Reflection  Measure  SRA 
Sell'.  Baldwin  and  Wolinsky  in  1992'  16)  used  the  DIT  again  to  assessthe  hypothesis 
that  the  formal  teaching  of  medical  ethics  promotes  a  significant  increase  in  the 
growth  and  development  of  moral  reasoning  in  medial  students.  Their  study  involved 
comparison  of  a  39  first  year  medical  school  class  who  received  a  two-quarter  long. 
two-credit  course  in  medical  ethics  and  a  54  first  year  veterinary  medical  school  class 
who  received  no  such  course  in  medical  ethics.  Both  groups  were  pre-tested  at  the 
beginning  of  the  first  quarter  and  post-tested  at  the  end  of  the  second  quarter. 
They  found  a  statistically  significant  increase  in  the  level  of  moral  reasoning  of 
students  exposed  to  a  course  in  medical  ethics.  Adjustment  of  the  post-test  scores  by 
subtracting  the  pre-test  scores  revealed  that  the  differences  between  the  control  group 
and  the  experimental  group  were  even  more  significant. 
Concerns  regarding  the  retention  of  moral  reasoning  skills  have  also  been  addressed 
by  Selfs  group.  Self  and  Olivarez,  (1994)(38)  documented  an  increase  in  moral 
reasoning  skills  following  exposure  to  a  medical  ethics  course  taught  in  the  first  part 
of  the  first  year  of  medical  education  and  then  tracked  the  same  group  of  students 
who  were.  retested  annually  until  their  graduation  four  years  later.  The  hypothesis  of 
this  study  was  that  retention  of  the  increased  moral  reasoning  skills  would  be 
mairittained  over  the  course  of  medical  education.  This  hypothesis  is  in  keeping  with 
the  theory  off  cognitive  moral  development,  which  claims  that  there  is  no  significant 98 
regression  from  once-attained  higher  levels  of  rni_)ral  rcasoning.  Confirmation  ofthis 
by  I  ,  pothes's  would  affirm  the  importance  of  teaching  medical  ethics  eark  in  the 
medical  education  curriculum  and  offering  a  iarge  enough  exposure  to  make  a 
si,,,  Y,  nificant  different  when  it  is  taught.  At  the  end  of  their  longitudinal  study.  their 
hypothesis  was  confinned. 
Baldwin  et  al  (1994)  have  been  involved  in  an  intriguing  follow-up  of  the  Sheehan 
hypothesis,  that  there  is  a  relationship  between  moral  reasoning  and  clinical 
performance  by  examining  this  relationship  in  cases  of  malpractice  claims  against  the 
orthopaedic  surgeons.  (39)  Demographic  and  malpractice  claims  data  on  the  surgeons 
were  available  through  a  regional  interindem-nity  liability  trust.  DIT's  were  secured 
from  149  physicians,  of  whom  57  were  orthopaedic  surgeons.  Results  indicated  that 
orthopaedic  surgeons  with  few  (less  than  0.09)  or  no  claims  per  year  demonstrated 
higher  levels  of  moral  reasoning  with  P  scores  of  44,  as  compared  with  P  scores  of  38 
for  orthopaedists  with  multiple  claims.  This  relationship  approached  statistical 
significance  (p:  s  . 
07).  Pursuing  another  of  Sheehan's  findings,  this  study  also  showed 
that  for  orthopedists  with  P  scores  over  50,  the  result  is  even  more  dramatic  (p  :!  ý 
02),  suggesting  once  more  that  "there  may  be  a  floor  effect",  or  protective  element, 
provided  by  higher  levels  of  moral  reasoning.  64  additional  orthopaedists  in  the  study 
who  did  not  take  the  DIT  brought  out  two  additional  factors  of  importance  in 
malpractice  claims  experience:  holding  a  clinical  teaching  appointment,  and 
membership  in  a  professional  society.  This  suggests  that  physicians  with  higher 
levels  ofmoral  reasoning  (and  lower  claims  experience)  may  be  more  likely  to  open 
timnselves  to  peer  review  and  professional  relationship.  These  studies  are  continuing 99 
with  larger  samples  and  broader  cwegori--s  of  plhysicia:  is- 
Finally.  a  recent  sipificant  cross  sectional  study  by  Donnie  Self.  Margie  01' 
.1  ivarez 
and  Dewitt  BaldvArt  is  stlymnarized  her-  . 
140) 
1,  or  their  cross-sectional  study,  students  from  all  four  years  In  the  Texas  A&M 
University  College  of  Medicine  were  asked  at  the  end  of  the  year  to  complete  a  moral 
reasoning  questionnaire.  Demographic  data  collected  on  the  students  including 
gender  and  age  along  with  the  moral  reasoning  score.  A  total  of  851  medical  students 
from  across  the  four  years  of  the  curriculum  were  asked  to  complete  the  DIT.  From 
that  subject  pool,  598  students  completed  the  questionnaire  for  a  70.3%  response 
rate.  The  488  subjects  who  passed  the  consistency  scoring  criteria  yielded  an  18.4% 
sample  loss.  The  stwistical  analysis  performed  on  these  488  subjects  showed  the 
following: 
No  significant  differences  were  found  in  the  DIT  scores  between  years  with 
males  and  females  combined. 
There  were  significant  differences  in  the  DIT  scores  by  gender  in  each  of  the 
four  years  with  fermales  copinsistently  scoring  higher.  However,  no  significant 
differences  were  found  in  th-e  DIT  scores  of  females  between  years. 
3.  No  significant  differences  ivere  found  in  the  DIT  scores  of  males  between 
years. 
There  wete  no  significant  dif.  Yerences  N.  -tween  the  moral  reasoning  scores  of too 
the  pre-clinicai  students  and  viinicai  -tudieWs. 
5.  There  were  no  significant  correlations  between  age  and  DIT  scores. 
6.  With  the  mean  DIT  scores  for  the  lour  -years  showing  less  than  2  points 
difference  in  any  combination  of  year.  the  moral  reasoning  development  of 
these  students  appears  to  be  v,  ýrtually  the  sarne  across  the  curriculum. 
'Me  findings  of  the  researcher  work  at  Kuwait  University  are  consistent  with  the 
findings  of  Self,  Oliveray  and  Baldwin  study.  The  similarities  are  striking,  for  even 
with  a  different  religion,  cultural  background,  different  medical  curriculum  in  terms 
of  the  number  of  years  spent  in  the  medical  school  in  Kuwait  and  Texas,  the 
disturbing  fact  remains  the  same. 
To  quote  Self  et  al: 
"there  may  be  something  in  the  structur.  -  of  medical  education  that  appears  to  inhibit 
We  expected  growth  in  moral  reasoning  of  the  medical  students". iol 
12  CONCI-L'SvON  ERCOM  IdE  JIFRATURE 
In  spite  of  the  2yi-couragenicrit  from  a!  I  the-  previous  work  discussed  here.  there  is  still 
much  work  to  bc  done.  We  need  to  see  f6r  ourselves  whether  we  (in  Kuwait)  will 
ha,.,,  e  similar  findings,  All  these  studies  demonstrated  that  moral  reasoning  skills  can 
be  taught  and  retained  during  medical  education. 
Further  longitudinal  studies  need  to  be  done  to  assess  the  status  of  moral  reasoning 
skills  during  residency  training  and  throughout  the  years  of  medical  practice. 
Similarly,  further  studies  are  needed  regarding  both  the  quantity  and  quality  (content 
and  structure)  of  activities  required  for  increasing  one's  moral  reasoning  skills. 
What  kinds  of  educational  interventions  best  foster  the  increase  in  moral  reasoning? 
Are  lectures  the  answer?  but  what  about  role  playing  or  case  study  discussion?  How 
would  students  receive  the  use  of  films  or  the  arts  in  education?  and  what  is  the 
potential  of  successfully  using  literature  in  teaching  medical  ethics?  Much  work  is 
waiting  ahead. 202 
SUMMARV  UELLIAPTED,  -  Mýa 
Ihis  chapter  has  out-lip.  --l.  thc-  use  of  moral  reasoning  evaluating  instruments  in 
medical  edwation.  Tile  information  given  1P.  this  chapter  is  essential  for  a  proper 
Linderstanding  of  ilýe  results  obtained  from  measuring  moral  development  in  medical 
students  at  Kuwait  University 
Many  studies  have  shown  that  moral  reasoning  can  be  measured  and  stimulated. 
Moral  dilemma  discussions  in  a  structured  medical  ethics  course  which  create 
cognitive  conflict  by  pitting  arguments  at  one  stage  of  reasoning  against  arguments  at 
a  different  stage  of  reasoning  have  been  shown  to  be  very effective. 
The  work  of  Rest  and  others  reviewed  in  this  chapter  has  clearly  shown  that  contrary 
to  popular  belief,  it  is  not  developmentally  too  late  for  moral  reasoning  growth  to 
occur  in  young  adults.  'Tihus,  it  appears  possible  that  the  moral  reasoning  and  moral 
development  of  medical  students  at  Kuwait  University,  could  be  enhanced  by 
improvennents  in  the  structure  ot'medical  education,  more  specifically  by  integrating 
medical  ethics  teaching  in  the  medical  curriculum. 103 
"Ethics  is  one  thread  in  the  fahric  of  society,  and  it  is  intertwined 
with  others.  Ethical  concepts  are  tied  to  a  society's  customs, 
manners,  traditions,  institutions  -  all  of  the  concepts  that 
structure  and  inform  the  ways  in  which  a  member  of  the  society 
deals  with  the  world.  When  we  forget  this,  we  are  in  danger  of 
leaving  the  world  of  genuine  moral  experience  for  the  world  of 
moral  fiction  -a  simplified,  hypothetical  creation  suited  less  for 
practical  difficulties  than  for  intellectual  convenience". 
(Carl  Elliot,  1992). 104 
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KI  fWAII 
Biocthicall  pi-oblen-s  ;  rt  aDy  culture  or  society  involve  patients,  healthcare 
professionals.  families,  !  epresentatives  of  religious  denominations,  ethics  committees 
(if'present),  politicians  (always!  )  and  the  cowis. 
Solving  these  problems  requires  a  respectful  awareness  of  the  religious,  cultural, 
social  and  legal  views  of  those  involved.  Both  the  law  and  bloethics  will  be 
influenced  by  the  patterns  of  practice  and  behaviour  that  make  the  healthcare  system. 
These  patterns  will  in  their  turn  be  shaped  by  the  underlying  culture.  So  when  these 
problems  arise  in  the  clinical  setting,  administrative  setting  or  the  public  policy 
setting,  it  is  of  great  importance  to  understand  the  underlying  "fabric  of  society". 
What  will  follow  is  "-  ceneral  introduction  to  the  setting  the  writer  is  returning  to.  The 
country,  the  healthcare  system  and  the  university.  This  is  introduced  here  in  an 
attempt  to  familia-rise  tfle  reader  with  the  fabric  of  the  writer's  society. 
Kuwait,  or  officiallY  the  State  of  Kuwait  lies  at  the  northwest  comer  of  the  Arabian 
Gulf,  between  latitudes  280  and  300  N  and  between  longitudes  460  and  480  E.  To  the 
north  and  west  it  shares  a  border  of  240Pm  with  the  Republic  of  Iraq,  and  to  the  south 
and  south  west  it  shares  a  border  ol'250km  with  the  Kingdom  of  Saudi  Arabia.  To 
the  east  it  has  a  coasthne  of  290km  on  the  Arabian  Gulf  The  total  area  of  the  Statc  of 
Kuwait  is  17,818  squarc  kilometres.  The  Kuwait  mainland,  having  no  mountains  or 
rivers  or  other  natun,:  d  !  'eaturcs  wis  tor  a  !  ong  time,  a  transit  area  of  nomadic  tribes 105 
and  caravans.  Such  freedom  of'  movement  made  delineation  of  borders  rather 
diifficult  and  resulted  in  some  border  problems. 
I'lit  first  population  census  in  Kuwait  was  conducted  in  1957.  Little  was  known 
about  the  population  of  Kuwait  before  that  date,  although  some  travellers  gave 
estimates  which  lacked  accuracy.  The  central  statistics  office  in  Kuwait  tentatively 
estimates  the  1910  population  at  about  35,000.  Since  1957,  a  census  of  the 
population  in  Kuwait  has  been  conducted  every  five  years. 
The  mid-year  population  of  the  country  in  1994  stood  at  1,620,086,  of  these  670,344 
or  41%  were  Kuwaitis,  and  948,742  or  59%  were  non-Kuwaitis. 
Kuwait  is  a  fully  independent  Arab  State  with  a  democratic  style  of  government, 
where  sovereignty  rests  with  the  nation,  which  is  the  source  of  power. 
As  prescribed  by  the  Constitution,  the  system  of  government  is  based  on  the 
separation  of  powers;  although  co-operation  is  required.  The  legislative  authorities 
vested  in  the  Amir  and  the  National  Assembly,  while  executive  power  is  vested 
exclusively  in  the  Amir  and  his  Cabinet  and  ministers.  The  judicial  power  is 
entiumed  to  courts  in  the  name  of  the  Amir  within  the  limits  specified  by  the 
Constitution. 
.  :  'hc  Constitution  of  the  State  of  Kuwait  is  composed  of  183  articles  divided  into  five 
chapters: 106 
T 
,  he  State  and  the  system  of  P-o-vemment. 
2.  The  ba-sic  components-  of  Kuwait  society. 
3.  The  general  rights  and  duties. 
Authorities. 
5.  General  and  provisional  statutes. 
The  pillars  of  the  Constitution  are  the  Sovereignty  of  the  State,  public  fi-eedom  and 
equality  before  the  law.  It  was  drawn  up  by  a  constituent  assembly  composed  of  20 
elected  members.  The  late  Amir  of  Kuwait,  Sheikh  Abdallah  Al-Sabah  ratified  it  on 
November  1962  and  it  became  valid  on  29  January  1963. 
The  Constitution  specified  that  the  National  Assembly  shall  be  composed  of  fifty 
members  elected  directly  by  universal  suffrage  and  secret  ballot  in  accordance  with 
the  provisions  of  the  electoral  law  (that  exclude  woman  in  Kuwait  from  this  whole 
process!  ),  obviously  against  the  letter  of  the  Constitution. 
Article  2  of  the  Constitution  states  that: 
"The  religion  of  the  State  of  Islam,  and  the  Islamic  Shariah  shall  be  a  main  source  of 
legislation". 
Article  35  states  that: 
"Freedom  of  belief  is  abso,  ui,  --. 
The  State  protects  the  freedom  of  practising  religion 107 
(.  hat  it  does  not  conflict  with  public  policy  or  morals". 
School  attendance  in  Kuwait  is  cornpullsorýy  foc  all,  children  between  the  ages  of  six 
and  fourteen,  i.  e.  in  the  primary  and  intermediate  stages.  All  stages  of  State 
education  are  free. 
The  three  govenu-nental  bodies  responsible  for  education  services  in  Kuwait  are: 
I.  The  Ministry  of  Education  which  is  responsible  for  the  supervision  of  the 
private  and  public  sectors  of  education  until  the  end  of  the  secondary  stage. 
2.  The  Public  Authority  for  Applied  Education  and  Training  which  is 
responsible  for  vocational  education  in  the  applied  education  institutes  and 
training  centres. 
3.  Kuwait  University  which  is  responsible  for  university  and  higher  education  in 
the  country. 
KUWAIT  UNIVERSITY 
Kuwait  University  commenced  teaching  in  October  1966  and  provides  undergraduate 
and  postgraduate  education.  It  is  located  on  four  campuses  including  Khaldiya-. 
Adeliya,  Shuwaikh  and  Jabriya. 108 
The  University  foliows  the  ci;  arse  unit  system  with  two  semesters  a  year.  The  first 
semester  stwis  in  Septerril:  -,  ý!  -  and  continues  for  16  weeks.  The  second  semester  also 
lasting  16  weeks  starts  in  Februarý. 
[lie  present  facultics  in  -the  University  are: 
'rhe  Faculty  of  Arts 
The  Faculty  of  Commerce,  Economics  &  Political  Science 
The  Faculty  of  Education 
The  Faculty  of  Engineering  and  Petroleum 
The  Faculty  of  Law 
The  Faculty  of  Shariah 
'Me  Faculty  of  Science 
The  Faculty  of  Medicine 
The  Faculty  of  Allied  Health  Sciences  and  Nursing 
'Me  College  of  Graduate  Studies 
The  language  of  instruction  in  the  University  is  Arabic,  except  in  the  Faculties  of 
Science,  Engineering  and  Petroleuni,  Medicine  and  Allied  Health  Sciences  and 
Nursing  which  teach  in  Lnglish. 
j  THEAEA1,111-2M  ý"ICE  CENTHE 
Kuwait  U'niversity  'Ica!  tL  Sciences  Centre  was  established  in  1982.  Presently  it 
consists  of  the  F.  -culties  ()I'  Nledicme  and  Allied  Health  Sciences  and  Nursing. 109 
Planning  is  now  underway  foi-  Oie  -  development  of  a  semi-autonomous  Centre 
comprising  of  several  Faculties.  -111it,  -  Centre  will  include  the  present  Faculties  and 
the  Faculties  of  Pharmacy  which  will  open  ir,  1998  and  the  Faculties  of  Dentistry  and 
Family  Medicine  which  are  currently  in  the  plarming  stages. 
I  he  Health  Sciences  Centre  was  established  with  a  view  to  expand  the  Medical 
education  in  Kuwait  and  to  create  a  community  of  healthcare  professionals,  with  high 
international  standards. 
The  objective  of  the  Health  Sciences  Centre  is  to  improve  the  healthcare  delivery  and 
maintain  a  high  standard  of  medical  education  and  professional  training  in  Kuwait. 
11  THE  FACULTY  OF  MEDICINE 
After  several  years  of  intense  study  and  careful  planning,  the  Faculty  of  Medicine 
was  formed  with  objectives  of  producing  high  quality  healthcare  professionals  and 
medical  scientists  and  playing  a  major  role  in  the  development  and  upgrading  of  the 
country's  healthcare  system. 
Since  its  establishment  in  1973,  the  Faculty  of  Medicine  has  developed  into  an 
internationally  recognised  medical  school,  serving  Kuwait  and  the  Gulf  region.  'Me 
number  of'students  enroled  in  the  programme  has  increased  from  48  in  1976  to  the 
present  80  students  per  year. 110 
538  students  have  completed  the  seven  ycar  programme  and  received  the  B.  M.. 
B.  Ch.  degree  since  the  first  batch  of  studmts  graduat,  -d  in  1983. 
Located  in  Jabriya  adjacent  to  Mubarak  Al  Kabeer  Teaching  Hospital  the  Faculty 
employs  academic.  technical  and  -administrative  staff  catering  for  the  medical 
students  and  the  Allied  Health  students. 
The  departments  that  make  up  the  body  of  the  Faculty  of  Medicine  include  Anatomy, 
Biochemistry,  Community  Medicine  and  Behavioural  Science,  Medicine, 
Microbiology,  Nuclear  Medicine,  Obstetrics  and  Gynaecology,  Paediatrics, 
Pathology,  Pharmacology  and  Toxicology,  Physiology,  Primary  Care,  Psychiatry, 
Radiology  and  Surgery. 
Four  departments  are  cwTently  running  graduate  programmes,  Microbiology, 
Pathology,  Physiology  and  Phan-nacology.  Since  the  programmes  began  in  1983. 
more  than  49  students  have  graduated. 
In  addition  to  Mubarak  Al-Kabeer  hospital,  other  facilities  utilised  for  teaching 
purposes  are  Amiri,  Adan,  Matemity,  Farwania,  Jahra,  Ahmadi,  Subah,  Chest,  Al- 
razi,  Psychiatric  and  Ibn  Sina  hespitals.,  as  well  as  several  polyclinics  throughout  i 
Kuwait. 
In  addition  to  the  professional  services  provided  by  the  clinical  academic  staff 
serving  the  teaching  hospital  and  L)e  specialised  units  in  other  hospitals,  each department  in  the  Faculty  of  Medicine  provides  special  services  for  the  Ministry  of 
Public  Health  including  consultation  services  in  various  hospitals,  sophisticated 
diagnostic  tests,  and  a  variety  of  highly  specialised  procedures,  as  well  as  conducting 
seminars  and  workshops  to  the  medical  community. 
The  undergraduate  degrees  offered  by  the  Faculty  of  Medicine  are: 
Bachelor  of  Medical  Sciences  B.  Med.  Sc. 
Bachelor  of  Medicine  &  Bachelor  of  Surgery  B.  M.,  B.  Ch. 
Educational  Objectives  of  the  Faculty  of  Medicine 
The  University  has  two  main  ftmctions,  the  pursuit  of  knowledge  and  the  education 
of  the  young.  To  the  aims  of  the  Faculty  of  Medicine,  a  third,  vocational  objective 
should  be  added:  the  provision  of  medical  service  for  the  community  and  the  training 
of  personnel  to  perform  that  service. 
In  the  Faculty  of  Medicine,  teaching  and  research  are  undertaken  in  the  laboratory, 
the  hospital,  and  the  community.  The  provision  of  good  clinical  teaching  facilities  is 
concomitant  with  the  provision  of  good  medical  services,  and  both  are  essential  for 
the  training  of  doctors  able  to  contribute  to  the  State  Health  Service. 
The  Faculty  of  Medicine  attempts  to  ensure  that  its  students  are  imbued  with  certain 
qualities,  the  development  of  which  are  the  major  objectives  of  medical  education. 
In  the  Faculty's  view  a  doctor  should: 112 
Have  developed  an  attitude  to  medicine  which  is  a  blend  of  scientific  and 
humanitarian  and  be  imbued  with  the  high  ethical  standards  required  of 
a  doctor. 
Possess  a  knowledge  of  the  structure,  function  and  development  of  the  human 
body,  and  of  the  development  of  human  abilities  and  personality,  and  factors 
which  may  disturb  these  and  of  the  disorders  which  may  result. 
Be  able  to  relate  clinical  symptoms  and  signs  to  structural  and  functional 
changes  so  that  the  management  of  patients  can  be  rational. 
Have  learned  how  to  elicit  facts  from  a  patient.  He/she  should  have  a  good 
knowledge  of  those  diseases  which  are  an  acute  danger  to  life  and  of  the  more 
common  diseases.  He/she  should  recognise  the  limitations  of  his/her  own 
clinical  knowledge  and  should  be  prepared,  when  necessary,  to  seek  further 
help. 
Have  learned  how  to  deal  with  patients  and  their  relatives  with 
sympathy  and  understanding. 
Understand  the  effect  of  environment  on  health  and  appreciate  the 
responsibility  of  his/her  profession  for  the  prevention  of  disease. 
Know  that  conclusions  should  be  reached  by  logical  deduction  and  be 
able  to  assess  evidence  both  as  to  its  reliability  and  to  its  relevance. 
Appreciate  that  medicine  is  a  continuing  education  and  that  he/she  has  an 
obligation  to  remain  a  student  and  to  contribute  to  the  progress  of  medicine 
throughout  his/her  professional  career. i1 
-3 
THE  STRUCTURE  OE  THE  MEDICAL-PROGRAMME 
'Me  medical  programme  consists  of  three  elements:  the  premedical  curriculum  (three 
semesters'  study);  the  preclinical  curficulum  (five  semester's  study),  the  clinical 
curriculum  (six  semesters'  study). 
The  three  semesters  (one  and  a  half  year)  premedical  curriculum  includes  Chemistry, 
English  Language,  Mathematics,  Physics,  Zoology  and  two  University  General 
elective  courses.  See  Appendix  G. 
The  system  of  study  is  conducted  under  the  credit  hour  system  and  students  have  to 
obtain  a  total  of  46  credit  hours  with  a  minimum  of  'C'  average  in  these  subjects. 
Premedical  students  are  taught  largely  by  the  Faculty  of  Science  with  some 
contributions  by  the  Faculties  of  Arts  and  Medicine.  The  examinations  in  the 
premedical  programme  are  conducted  after  every  course  according  to  the  system 
approved  by  the  college  offering  it. 
The  successful  completion  of  the  premedical  programme  is  a  prerequisite  for 
admission  to  the  preclinical  programme.  The  five  semesters  (two  and  a  half  years) 
preclinical  programme  is  designed  to  give  students  a  thorough  grounding  in  the  basic 
medical  sciences,  see  Appendix  G.  Taught  by  the  Faculty's  own  staff,  a 
departmentally  based,  coordinated  approach  has  been  adopted  for  the  curriculum 
requiring  a  high  degree  of  co-operation  between  the  vanous  medical  sciences 
departments  and  the  clinical  sciences  departments.  The  students  are  required  to 1-14 
o  tain  a  total  of  76  credit  hours  in  the  subjects  studied  in  the  preclInIcal  programme 
with  a  minimum  of  'C'  average  in  these  subjects.  Students  who  successfully 
complete  the  premedical  and  preclinical  programmes  are  awarded  the  degree  of 
Bachelor  of  Medical  Sciences  (B.  Med.  Sc). 
The  subjects  studied  in  the  first  preclinical  programme  (three  semesters)  are 
Anatomy,  Biochemistry  Sciences  and  Physiology  and  there  is  a  finai  examination  in 
these  sub  ects  with  an  External  Examiner  invited  for  each  discipline.  The  subjects  j 
studied  in  the  second  preclinical  programme  (two  semesters)  are  Pathology, 
Pharmacology,  Microbiology  and  Neuroscience  and  External  Examiners  are  invited 
for  the  final  examination  in  these  disciplines. 
The  successful  completion  of  the  B.  Med.  Sc.  degree  is  a  prerequisite  for  admission  to 
the  clinical  period  of  study. 
During  the  clinical  programme  (three  years)  students  are  trained  on  the  wards  and  in 
the  out-patient  clinics  of  the  teaching  hospital,  as  well  as  in  the  community. 
Lectures,  tutorials  and  seminars  constitute  an  important  part  of  the  programme,  see 
Appendix  H. 
The  final  grade  point  average  for  the  degree  of  Bachelor  of  Medicine  and  Bachelor  of 
Surgery  (B  WB.  Ch.  )  is  determined  by  the  performance  in  both,  the  preclinical  and 
the  clinical  period  of  study. 115 
J'a  HEALTHCARE  SYSTEM  IN  KUWAIT 
The  history  of  healthcare  in  Kuwait  dates  back  to  the  year  1912.  when  the  first 
medical  clinic  was  opened.  Since  then  government  officials  have  paid  increasing 
attention  to  the  improvement  and  development  of  the  healthcare  services  in  the 
country.  Since  independence  in  1961  Kuwait  provided  health  services  free  of  charge 
to  all  citizens  and  residents  of  the  country.  Should  a  citizen  require  specialiscd 
medical  care  unavailable  in  Kuwait,  the  ministry  of  health  undertakes  his/her 
treatment  abroad  and  the  full  costs  are  borne  by  the  State. 
There  has  been  a  tremendous  development  in  Kuwait's  healthcare  delivery  system 
since  1980.  Until  1989,  the  progress  was  linear.  This  linear  progression,  seen  till 
1989,  suffered  a  setback  between  1990-1992  in  all  the  infi-astructural  aspects  of 
healthcare.  The  number  of  clinics,  hospital  beds,  doctors,  dentists,  nurses  ...  etc,  al  I 
showed  a  significant  decrease  as  compared  to  1989  levels.  This  phenomenon  is  not 
surprising,  as  the  year  1990  was  the  year  when  Kuwait  was  occupied  by  the  invading 
Iraqi  forces.  The  country  was  under  occupation  from  August  2nd  1990  until  February 
1991.  Even  after  the  liberation,  and  for  quite  some  time  afterwards,  the  popu  ation 
balance  and  the  healthcare  system  did  not  reach  the  1989  (or  pre-invasion)  level.  The 
healthcare  statistics  for  1993,  and  1994  once  again  showed  the  same  momentum  set 
in  motion  in  the  early  1980s. 116 
In  Kuwait  there  are  six  government  general  hospitals,  one  in  each  region, 
specialised  hospitals;  70  primary  healthcare  clinics,  and  17  diabetes  clinics.  In  1994. 
the  number  of  doctors,  working  in  the  Ministry  ot'llealth  was  2,690.  More  than  two- 
thirds  of  these  were  non-Kuwaitis  (68.5%).  Female  physicians  constituted  27.1%  of 
the  total.  The  number  of  male  to  female  Kuwaiti  physicians  was  almost  the  same. 
The  number  of  Kuwaiti  doctors  undertaking  higher  specialisation  outside  Kmvait  as 
for  June  1996  was  154.  They  are  sponsored  by  the  Kuwait  government  to  specialise 
in  the  following  countries: 
Residency  Programs  No.  of  Kuwaiti  Doctors  in  Training 
Canada  85 
UK  41 
USA  11 
Germany  5 
Ireland  4 
Egypt  3 
Bahrain  1 
Saudi  Arabia  1 
Sweden  I 
Poland 
Holland ,ý1 
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i  he  total  number  of  dentists  in  1994  was  395,  of  flhese,  less  than  a  quarter  were 
Kuwaitis  (23  8%).  There  were  twice  as  many  male  than  female  dentists  in  total  but 
ainong  Kuwaiti  dentists  there  were  more  females  53.2%  than  males. 
A  total  of  7,419  nurses  worked  for  the  Ministry  of  Health  in  1994.  Only  15.4%  of 
them,  Kuwaitis.  The  proportion  of  male  to  female  nurses  was  1:  5. 
The  number  of  pharmacists  was  432.  Only  14.4%  of  them  Kuwaitis. 
Healthcare  is  also  provided  in  Kuwait  by  five  private  sector  hospitals.  In  1994,  this 
sector  had  a  combined  total  of  531  beds,  277  doctors  and  694  nurses.  There  are  also 
private  clinics  that  provide  healthcare  in  Kuwait,  a  total  of  108,77  of  these  are 
medical  clinics  and  31  dental  clinics.  These  were  nin  by  a  total  of  117  doctors  (26% 
non-Kuwaitis)  and  156  nurses  (100%  non-Kuwaitis). iIý, 
-nt  ey.  p.  ---  IFhe  govemir.,  , dlture  on  bealthcare  has  more  than  doubled  betweep  1996  and 
1994.  -Me  percentage  of  money  allotted  to  the  Ministry  of  Health  from  the  "N'ational 
Budget  has  also  shown  a  steady  increase  except  in  1992  when  it  was  greatlý  cut 
down.  The  healthcare  cost  per  capita  in  Kuwait  is  K.  D.  109  in  1994. 
1986 
Crude  Birth  Rate  29.9  24.0 
Crude  Death  Rate  2.4  2.1 
Rate  of  Natural  Increase  27.5  21.9 
Infant  Mortality  Rate  15.7  12.7 
Neonatal  Mortality  Rate  10.1  9.4 
Post-neonatal  Mortality  Rate  5.6  3.3 
Perinatal  Mortality  Rate  18.5  15.2 
Maternal  Morality  Rate  5.6  2.6 
Kuwaiti  Gross  Reproduction  Rate  3.2  2.6 
Non-KL1W,  '1iti  Gross  lZeprodUCtiOll  R.,,  ite  1.4  1.0 11  ý 
SA  LU" 
Devoting  a  chapter  to  talk  about  the  researcher  society  might  be  criticised  unless  the 
fbllowiing  facts  are  taken  into  consideration.  Firstly,  all  the  medical  students  who 
participated  in  this  resarch  are  Muslims.  Secondly,  I  am  of  the  opinion  that  medical 
ethics  is  rooted  in  religious  commitments  and  theological  assumptions. 
Campbell(41)  suggests  that,  to  be  comprehensive,  bioethics  would  find  in  religious 
discourse: 
"An  important  source  of  moral  correction  and  balance,  one  that  plans  our  decisions 
about  health  care  within  the  context  of  a  fuller  account  of  purpose  and  meaning  in 
lite 
In  the  last  decade  bioethics  has  become  increasingly  an  international  enterprise. 
Although  there  may  be  consensus  regarding  the  inherent  value  of  ethical  discourse  as 
it  relates  to  health  and  medical  care,  there  are  disagreements  about  the  nature  and 
parameters  of  medical  morality.  Pellegrino  (42)  observed  that  the  challenge  of 
transcultural  biomedical  ethics  is  "vastly  complicated  because  medical  sciences  and 
technology.  as  well  as  the  ethics  designed  to  deal  with  its  impact,  currently  are 
western  in  origin".  fie  stated  that  the  western  values  of  empirical  science,  principle- 
based  ethics,  and  dernocr-atic  political  philosophy  "are  often  alien,  and  even 
antipathetic,  to  many  non-western  world  views". 120 
Some  ýIre  not  familiw  witb  Muslim  tradition  and  may  have  difficulty  comprehending 
ihoroughly  how  wligion  can  pervade  one's  daily  life.  For  Muslims  every  custom, 
institution,  relationship  and  attitude  has  some  conscious  or  unconscious  connection 
, L,  I)  the  faith;  even  the  most  minor  and  private  matters  are  subject  to  sacred  regulations. 
Islam  has  a  long  and  distinguished  history  of  extensive  involvement  in  the  provisions 
of  healthcare  including  the  establishment  and  support  of  hospitals  and  clinics,  the 
recruitment  and  training  of  medical  personnel,  and  the  education  of  its  constituencN, 
in  the  relation  of  health  care  to  the  proximate  and  ultimate  ends  of  religious  and 
secular  life.  And  since  Islam  advocates  a  complete  code  of  human  conduct,  it 
contains  a  number  of  directives  which  apply  to  the  conduct  of  healthcare 
professionals.  The  writer  is  of  the  opinion  that  in  the  "Kuwaiti  Context"  medical 
ethics  education  cannot  be  conceived,  understood,  or  applied  outside  the  context  off 
the  Islamic  Religion  which  is  consciously  or  subconsciously  invariably  involved. 
Of  all  the  major  religions  of  the  world,  Islarn  does  not  derive  its  name  from  a  tribe  or 
a  person.  like  Chnstianity,  Buddhism  or  Judaism. 
"he  terni  "Islam"  derives  from  two  sources  Tasleem,  meaning  surrender  which  refers 
to  the  complete  submission  to  the  will  of  Allah  (God)  and  Salaam,  meaning  peace 
which  should  govern  the  relationships  of  human  beings  amongst  themselves.  When 
3sked  to  define  Islam  *.  hc  Prophet  said: 
(43) 
Flit  i.  v  to  submit  i,,  -):  ir  heart  V)  'Cod  and  to  harm  no  one  by  word  or  deed". 121 
The  main  requirement  of  Islam  is  a  single  affirmation  The  believer  must  affirm.  at 
least  once  during  his/her  life  that,  "there  is  no  God  but  Allah  and  Muhammad  is  his 
prophet".  This  requirement  called  the  shahada  (witness)  is  the  first  of  the  five  pillars 
of'lslam.  the  basic  obligations  of  the  believer.  The  second  is  prayer.  in  his  prayer,  a 
Muslim  faces  the  direction  of  the  city  of  Mecca.  Facing  one  direction  is  a  symbol  of 
unity  of  purpose  t'Or  the  millions  of  Muslims  offering  their  prayers  at  the  same  time. 
The  Muslim  says  the.  fatiha  (opening  of  the  Qur'an). 
"In  the  name  ofAllah,  most  gracious,  most  merciful. 
Praise  be  to  Allah  the  cherisher  and  sustainer  of  the  worlds: 
most  gracious,  most  merciful  master  of  the  day  ofjudgement 
Thee  do  we  worship,  and  thine  aid  we  seek, 
show  us  the  straight  way, 
the  way  of  those  on  whom  thou  hast  bestowed  thy  grace. 
Those  whose  portion  is  not  wrath  and  who  go  not  astray  ff, 
The  daily  prayers  are  made  by  practising  Muslims  individually.  A  family  can  join  in 
prayer,  or  any  group  which  happen  to  be  together.  On  Friday,  however,  the  noon 
prayers  should  be  made  collectively. 
I'lie  third  pillar  of  Islam's  giving  zakat  (alms)  interpreted  both  as  making  an  annual 
donation  of  a  certwn  percentage  of  one's  property  to  the  poor,  as  well  as  responding 
generously  to  evident  situations  of  need. 122 
The  fourth  is  the  discip',  ine  of  fasting  the  month  of  Ramadan  during  which  the  devout 
Muslim  may  not  drink,  eat,  sexual  intercourse  or  even  smoke  from  clawn  to 
sunset. 
The  fifth  is  the  pilgrimage  to  Mecca  -  to  be  perfori-ned  once  in  a  lifetime  by  evei-y 
Muslim  who  is  physically  and  financially  able. 
Most  Muslims  are  adherent  of  Sunni  Islam,  which  takes  its  name  from  the  word 
Sunnah  which  means  the  path  of  tradition  and  refers  to  the  practices  of  the  Prophet. 
These,  they  believe,  ensure  the  unity  of  the  Muslim  Community.  Sunni  Muslims  do 
not  believe  that  any  particular  individual  is  a  religious  successor  or  continuer  of 
Muhammad's  work. 
'Ris  belief  played  a  major  role  in  the  Islamic  history.  The  difference  that  initiated  the 
split  between  the  sunni  and  the  shi'ite  tradition  in  Islam  was  a  dispute  about  the 
successor  to  the  Prophet  as  the  leader  of  the  community  after  his  death.  A  small 
group  then,  believed  that  such  a  function  must  remain  in  the  family  of  the  Prophet 
and  backed  Ali-Muhammad's  cousin  and  son-in-law,  whom  they  believed  to  have 
been  designated  for  this  role  by  1a.  ', vin  (appointment).  They  became  known  as  his 
shi'ah  (partisans)  while  the  majority  at  the  time  of  the  Prophet  death  agreed  on  Abu 
Baker  as  a  successor  to  the  Prophet  on  the  assumption  that  no  instruction  on  this 
matter,  was  left  by  the  Propho  befo.  -e  his  death,  they  gained  the  name  of  the  people 
oftraditiop  and  the  co:  isensus  ol  opinion  (ahl  al-,,.  Yunnah  wa7  -  Jamaah)  or  Sunni. 123 
When  Ali  finally  became  Caliph  (central  religious  authority)  many  refused  to  accept 
his  authority.  Ali  was  murdered,  and  one  of  his  enemies  declared  himself  Caliph  of 
Darnascus  and  a  central  authority.  Led  by  Ali's  son  Hussain,  the  supporters  of  Ali's 
cause  challenged  the  second  Caliph  of  Damascus  and  were  slaughtered  in  680  in  the 
massacre  of  Karbala.  The  sunni  Muslim  tradition  accepts  as  legitimate  the  Caliphate 
of  Damascus,  which  ruled  for  nearly  a  century.  The  Shi'ites.  however.  defend  the 
claim  of  Ali's  descendants.  They  commemorate  the  bloody  massacre  of  karbala  in  an 
annual  re-enactment,  ensuring  that  the  horror  of  this  event,  in  which  Muhammad's 
only  grandsons  were  among  the  victims,  will  never  be  forgotten,  either  intellectually 
or  emotionally. 
The  total  address  of  Islam  to  its  followers  is  called  the  Shariah.  The  word  Shari'ah 
itself  is  derived  etymologically  from  a  root  meaning  shar(road).  The  supreme  goal 
of  the  Shari'ahis  is  the  welfare  of  the  people,  this  is  clearly  obvious  when  we  look  at 
the  way  Islam  protects  and  preserves  life,  mind,  religion,  honourship  and  the 
protection  and  preservation  of  the  species. 
The  sources  of  the  Shari'ah  are: 
(47) 
I.  The  Qur'an. 
The  Sunnah. 
ljma. 
4.  Qiyas. 124 
'n-.  c  pn..  rnary  source.  of  the  Shariah  is  the  Qur'an,  the  literal  word  of  God.  The  text  of 
,  he  Q, 
-&,  r'an  itself  states  im  several  places  that  the  Qur'an  is  verbally  revealed  and  not 
merely  in  its  mearting  and  ideas.  The  Quranic  term  for  revelation  is  Wahy  which  is 
close  in  its  meaning  to  i-nspiration.  The  language  of  the  Qur'an  is  Arabic,  in  which  it 
iý  considered  an  inimitable  literary  miracle.  The  Qur'an  is  divided  into  114  chapters 
or  Suras.  The  early  Meccan  Suras  -  those  revealed  in  Mecca  -  are  charged  with  deep 
and  powerful  psychological  moments,  they  carried  a  purely  moral  and  religious  tone. 
This  tone  gradually  changed  to  lay  the  basis  of  the  construction  of  an  actual  social 
fabric  in  the  Medina  period. 1  -1  ý) 
Fazlur  Ruliman  sta,,  ',  ed  that: 
k  44) 
'The  Qur'an  gradually  worked  out  its  world-view  more  fully,  the  moral  order  for  men 
comes  to  assume  a  central  point  of  divine  interest  in  a  full  picture  of  a  cosmic  order 
which  is  not  onlý  charged  with  a  high  religious  sensitivity  but  exhibits  an  arnazing 
degree  of  coherence  and  consistency" 
The  Qur'an  contains  basically  three  types  of  message.  Firstly,  it  contains  a  doctrinal 
message,  a  set  of  doctrines  which  expound  knowledge  of  the  structure  of  reality  and 
mants  position  in  it.  As  such  it  contains  a  set  of  moral  and  juridical  injunctions  which 
is  the  basis  of  the  Muslim  sacred  law  or  Shari'ah. 
is  no  new  tale  of  fiction,  but  a  confirmation  of  previous  scriptures,  and  an 
explanation  oj'all  ihings.  and  a  guidance  and  mercy  to  those  who  believe.  " 
(Qur'an  12:  111). 
It  also  contains  information  about  the  structure  of  the  universe,  the  multiple  states  of 
being,  the  man's  final  end  and  the  hereafter.  It  bears  all  the  teachings  necessary  for 
man  to  know  who  he  is,  where  he  is  and  where  he  should  be  going.  It  is  the 
foundation  of  both  Divine  Law  and  metaphysical  knowledge. 
"It  is  not  righteousness  that  you  turn  your  face  towards  East  or  West,  but  it  is 
righteousness  I.,  )  believe  in  God  and  the  Iasi  day  and  the  angels  and  the  book  and  the 
me.  v%-enger:  lospend  ofyour  subsiance,  oul  qf  love.  for  him.  foryour  kin,  fi)r  orphanv, 126 
, 
for  the  needy,  for  the  wqyfarer,  fior  those  who  ask  andfor  the  fteeing  of  slaves:  to  be 
stea4fast  in  prayer  and  give  Zakah,  -  tofiuýfil  the  contracts  which  you  have  made:  and 
to  befirm  and  patient  in  syffering  adversity  and  times  ofpanic.  Such  are  the  people 
of  truth  the  God-fearing" 
(Qur'an  2:  177). 
Secondly,  the  Qur'an  contains  a  message  which  Seyyed  Hossein  Nasr  in  his  book. 
"Ideals  and  Realities  of  Islam"  described  as  that  of  a  vast  book  of  history. 
(45) 
"It  recounts  the  story  of  peoples,  tribes,  kings,  prophets  and  saints  over  the  ages,  of 
their  trials  and  tribulations.  It  is,  therefore,  a  vast  commentary  on  man's  terrestrial 
existence". 
"The  same  religion  he  has  established  for  you  as  that  which  he  enjoined  as  Noah, 
that  which  we  revealed  unto  you  (Muhammad),  and  that  which  we  enjoined  on 
Abraham,  Moses  and  Jesus:  that  you  should  steadfastly  uphold  the  faith  and  break 
not  your  unity  therein". 
(Qur'an:  42:  13). 12  -/' 
"0  chh"dren  qf  Israel,  call  to  mind  the  favor  which  I  bestowed  on  you,  and  that  i 
prejerre  you  to  all  others-  Then  guard  yourselves  against  a  day  when  one  soul  5hall 
not  avaii  another,  nor  shall  intercession  be  accepted.  for  it,  nor  sha!  l  compem.  'ation 
he  taken  ftom  it,  nor  shall  anyone  be  helped  (from  outside).  And  remember,  We 
delivered  you 
'fi-om 
the  people  qf  the  Pharaoh:  they  set  you  hard  tasks,  and 
chaslisemenI,  slaughtered  your  sons  and  let  your  womeqfolk  live:  therein  was 
tremendous  trial  ftom  your  Lord  And  remember  We  parted  the  sea  for  you  anti 
saved  you  and  drowned  Pharaoh's  people  within  your  very  sight.  And  remember  We 
appointedforty  nights  for  Moses,  and  in  his  absence  you  took  the  caýf  (for  worship) 
and  you  did  grievous  wrong.  Even  then  We  didforgive  you:  there  was  a  chance.  for 
you  to  be  grafýful". 
(Qur'an  2:  47-52). 
Thirdly,  the  Qur'an  contains  a  quality  which  Seyyed  Nasr  called  a  "divine  magic"  that 
should  be  understood  in  the  metaphysical  and  not  the  literal  sense  of  the  phrase. 
"The  Suras  of  the  Quran,  because  they  come  from  God,  have  a  power  which  is  not 
identical  with  what  we  learn  from  them  rationally  by  simply  reading  and  reciting. 
'Mey  are  rather  like  a  talisman  which  protects  and  guides  man.  That  is  why  even  the 
physiul  presence  of  the  Qur'an  carries  a  great  grace  of  Barakah  with  it".  This  is 
difficult  to  explain  or  analyse  logically. 
"The  Muslim  lives  by  the  Qur'an"  such  is  the  importance  of  the  Qur'an  to  Muslims 
stt,;  &  s  Professor  Yu,  ýuflbish,  Professor  of  Islamic  Political  Theorý-  and  Institutions.  In 128 
desc-,  ibing  t.  lie  Qur'.  -m  he  also  added  that  it  is  not  a  book  in  the  ordinary  sense.  nor  is  it 
comparable  to  the  Bible,  either  the  Old  or  New  Testaments.  "It  is  an  expression  of 
Divine  Will,  if  one  wants  to  compare  it  with  anything  in  Christianity.  it  must  be 
compared  with  Christ  himself  Christ  was  the  expression  of  the  Divine  among  men. 
If  one  wants  a  comparison  for  the  role  of  Muhammad,  the  better  one  in  that  particular 
respect  would  be  Mary  Muhammad  was  the  vehicle  of  the  divine,  as  she  was  the 
vehicle.  His  illiteracy  was  comparable  with  her  virgiri=ity,  symbolic  of  purity.  The 
Qur'an  was  divinely  inspired,  then  it  was  compiled,  and  what  we  have  now  is  the 
expression  of  God's  will  among  men". 
The  second  source  of  the  Shari'ah  is  the  Sunnah  (tradition)  of  Prophet  Muhammad  in 
what  he  ordered,  Forbade,  did  or  acknowledged  in  his  capacity  as  prophet.  Hadith 
(the  saying  of  the  Prophet)  were  collected  as  the  spread  of  Islam  and  the  gradual 
moving  away  from  the  early  Muslim  community  endangered  their  integral  existence. 
The  devoutest  of  men  set  about  to  collect  the  prophetic  sayings,  examining  the  chain 
of  transmitters  for  each  saying.  As  a  result,  six  major  collections  of  Hadith  became 
assembled  such  as  those  of  Bukari  and  Muslim. 129 
The  'Sulinah  at  times  explains  the  Quran,  illustrates  it,  details  some  of  its 
generailzation  and  complement  it  in  some  areas. 
From  the  Muslim  point  of  view,  the  Prophet  is  the  prototype  of  human  and  spiritual 
p.  ýrfeCUor)  and  a  guide  towards  its  realization.  for  as  the  Qur'an  states: 
"Ye  have  indeed  in  the  Messenger  ofAllah  a  beautýful  pattern  of  conduct.  for  any  one 
whose  hope  is  in  Allah  and  the  final  day  and  who  engages  much  in  the  praise  Qf 
Allah  ". 
(Qur'an  3  3:  2  1) 
In  essence  all  of  the  Shari'ah  is  contained  in  the  Qur'an.  The  principles  of  the  law 
contained  in  the  Qur'an  were  as  I  have  mentioned  above  -  explained  and  amplified  in 
the  prophetic  Hadith  and  Sunnah,  which  constitute  the  second  basic  source  of  the 
Shari'ah.  These  in  turn  were  understood  with  the  aid  of  the  consensus  of  the  Is',,  amic 
Community  Ijma  -  the  third  source  of  the  Shari'ah.  Ijma  is  considered  important  on 
the  authofity  of  the  Hadith  saying: 
Plmy  community  shall  never  agree  in  error", 
Ijma  can  only  operate  where  the  Qurlan  and  Hadith  have  not  clarified  a  certain  aspect 
of  the  Islamic  law;  it  is  a  gradual  process  through  which  the  community  comes  to 
give  its  consensus  over  a  period  of  time.  Muslims  over  the  centuries  were  of  the 
opinion  that  (lie  community  meant  here  is  the  community  of  the  Wama  (those 
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The  Murth  source  of  the  Shari'ah  is  Qiyas  (Analogy).  it  is  resorted  to  through  a 
process  of  deductive  reasoning  that  equate  a  new  issue  with  one  already  decided  by 
the  QLir'an  and/or  the  Sunnah. 
If  the  Qut'an  has  banned  wine  it  means  that  by  analogy  it  has  also  banned  any  form  of 
alcoholic  drink  whose  effect  is  like  wine.  To  quote  Seyyed  Nasr: 
"The  use  of  qiyas  is  not  a  licence  for  rationalism  but  an  exercise  of  reason  within  the 
context  of  the  revealed  truths  which  are  the  basis  of  the  Shari'ah  and  the  prophetic 
utterances  and  practices  which  have  made  these  truths  known  and  have  clarified  them 
for  the  Muslim  community" 
Both  Ijma  and  qiyas  are  closely  connected  to  the  function  of  the  Ulama  as  authorities 
on  law.  There  is  no  priesthood  in  Islam.  However,  a  passing  judgement  upon  the  law 
is  not  the  right  of  every  Muslim.  The  ulama  are  the  custodians  of  the  law  only 
because  they  have  undertaken  the  necessary  studies  and  mastered  the  required 
disciplines  to  make  them  acquainted  with  its  teachings. 
The  authority  of  expertise  in  any  field  or  area  is  recognised  in  the  Qur'an. 
",  those  who  have  knowledge,  ýfyou  do  not  know  ". 
(Qur'an  21:  7). 
I'he  giving  of  advice  which  is  very  likelN,  to  be  taken  is  not  something  which  should 131 
w  undertaken  lightly.  WIhile  Muslims  must  make  up  their  own  minds  as  to  whet-her 
ty  agree  with  propriety  cS  the  advice,  any  wrong  doing  caused  by  those  who  decide  he.  I 
Lo  acc,,  -,  pi  it  is  the  personal  responsibility  of  the  original  proposal  of  the  interpretation. 
ffie  moral  responsibility  of  religious  leaders  in  Islam  is  very substantial. 
1pihad  (Juristic  reasoning)  and  not  Xhad  is  the  tenn  indicating  the  utilisation  of 
available  evidence  (religious,  scientific,  social...  )  to  detennine  the  best  course  of 
action  to  be  taken  when  facing  new  problems  that  arise  with  the  changing  times  and 
the  changing  needs  of  the  Islamic  community. 
There  are  two  major  schools  of  thought  on  the  matter  of  ljtihad,  one  favouring  a  close 
adherence  to  the  text  of  Qur'an  and  its  literal  interpretations  without  much  thought  to 
its  objectives,  the  other  looking  more  for  purpose  and  wisdom  underlying  the  legal 
enactments. .L 
J-' 
This  discourse  between  the  prophet.  and  Muadh  ibn  jabal  -a  qadi  Oudge)  on  his  way 
to  ai-yarnan  illustrates  the  importance  Islarn  gives  to  qiyas  and  ljtihad: 
Prophet:  Uow  will  you  decide  a  probi-em? 
Muadh-,  According  to  the  Q&an. 
Prophet:  If  it  is  not  in  it? 
Muadh:  According  to  the  Sunnah. 
Prophet:  If  it  is  not  in  that  either? 
Muadh:  Then  I  will  use  my  own  reasoning. 
Prophet:  Praise  God  who  guided  me  to  choose  my  messenger. 
During  the  evolution  of  the  science  of  jurisprudence,  juridical  rules  were  established 
through  the  application  of  Islamic  principles  derived  from  the  guidance  of  the  Qur'an 
and  the  Prophet  for  new  rulings  in  new  situations. 
I  think  it  is  useful  to  shed  light  on  some  of  these  principles  since  most  of  the  new 
rules  governing  the  medical  practice  in  Islamic  society  rely  on  them. 
The  most  cited  principles  by  Fiqh  Scholers  as  the  basis  for  argmentation  when 
deciding  whether  a  new  medical  intervention  is  Halal  (legally  permitted  in  Islam)  or 
Haram  (legally  prohibited)  are: 
(48) 
"Necessities  overrule  prohibitions". 
For  example,  drinking  alcohol  is  prohibited  1,  -1  Islam,  but  if  alcohol  is  the  only  drink iJ,  j 
available  to  let  say  a  traveller  lost  in  the  desert,  it  becomes  permissible  in  amounts 
necessary  for  survival  until  lawful  drink  becomes  available. 
2.  "Harm  is  to  he  removed". 
3.  "Harm  should  not  be  removed  by  an  equal  harm  " 
4.  "The  lesser  of  two  harms  should  be  chosen  when  both  together  cannot  he 
avoided". 
5.  "Removing  the  harm  comes  first  before  reallSing  the  benefit". 
The  overall  rule,  when  theie  is  no  conflict  with  the  Qur'an  and  the  Sunnah  is: 
"Wherever  weýfare  goes,  there  goes  the  Statue  of  God". 
Tbe  Shari'ah  as  explained  above,  is  not  a  rigid  set  of  rules  and  regulations  copied  and 
applied  generation  after  generation.  It  allows  for  human  ingenuity  to  address 
changeable  situations  through  progressive  legislation. I 
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AN  ISLAMIC:  OE-W 
The  question  of  directly  telling  the  patient  the  diagnosis  of  his/her  illness  has  no 
direct  mention  in  the  Qur'an  or  the  Sunnah.  On  the  ethics  of  'visiting  patients  I  in 
general  the  Prophet  Muhammad  instructed  to  uplift  the  moral  and  boost  the  patient's 
hopes.  Further  detail  lies  in  the  domain  of  Fiqh  and  its  rulings.  Needless  to  say,  these 
rulings  are  liable  to  change  with  the  passage  of  time  and  change  of  places  in  order  to 
address  variation  in  social  milieu,  but  never  conflicting  with  Qur'an  and  Sunnah. 
As  we  consider  the  issue  of  disclosing  a  serious  diagnosis  to  the  patient,  we  find  that 
most  Western  societies  have  adopted  this  policy  under  the  concept  of  patients' 
autonomy. 
The  concept  of  autonomy  was  the  outcome  of  a  process  of  social  evolution.  Decades 
ago  this  did  not  pertain,  and  decades  from  now  new  patterns  might  erupt  that  seem 
unimaginable  today.  In  the  Muslim  world  some  considerations  must  be  taken  into 
account.  Due  to  the  cultural  diversity  and  disparity  in  social  evolution  a  universal 
rule  cannot  be  enforced,  nor  are  the  criteria  adopted  by  the  West  suitable  to  be 
imposed  as  a  blanket  policy  for  all  muslirri  societies,  or  even  all  the  people  in  the 
same  society.  Clinical  individualisation  is  called  for.  In  a  personal  correspondence 
with  Professor  Hassan  Hathaut  -a  retired  Professor  of  Obstetrics  and  Gynaecology  at 
Kuwait  University  and  an  active  Muslim  advocate  I`,  ving  in  the  United  States,  he 1.35 
wro  e: 
ý46i 
"A  nicknamv--  for  "doctor"  to  a  majority  of  Muslims  is  Hakeem  (wise-man).  In  this 
time  of  hurried  medicine  our  teachers  still  emphasize  to  us  the  significance  ot' 
gauging  a  patient's  personality,  and  say  "listen  to  what  the  patient  says,  and  listen  to 
what  the  patient  does  not  say".  We  will  encounter  the  patient  whom  we  assess  is 
likely  to  go  into  a  heart  attack  if  you  throw  the  diagnosis  of  cancer  in  his  face.  On  the 
other  extreme  we  may  encounter  the  patient  who  is  very  ready  to  take  it,  who 
believes  that  people's  patience  is  tested  by  these  afflictions,  is  confident  that  medical 
science  will  offer  what  it  can,  and  if  the  outcome  is  death  then  death  is  merely  the 
crossing  of  a  bridge  going  to  a  better  place. 
Between  these  poles  we  get  a  wide  spectrum  of  personalities.  What  and  how  we  tell 
them  is individually  tailored  to  each  of  them. 
But  under  A  circw-nstances  we  should  not  tell  a  lie.  To  the  direct  question:  do  I  have 
cancer,  doctor?,  there  is  only  one  answer:  yes.  To  the  question:  what  do  I  have, 
doctor?,  you  evaluate  your  patient.,  to  some  you  will  say:  you  have  cancer,  to  others 
you  may  say:  it  seems  that  some  of  the  cells  of  your  (organ)  have  stailed  to  multiply 
erratically  on  their  own  forming  a  mass,  and  if  left  without  treatment  might  invade 
n 
Ch  ; 
cighbouring  tissue  or  even  spread  to  distant  organs.  Some  patient-s  do  not  want  to 
hear  the  word  cancer,  and  we  should  respect  their  wish. 
One  a!  so  encoLw.  te,,:,  Lýe  kind  ot'patient  with  deep  faith  in  their  heart.  and  who  has I 1-  3 
bwx-n  looking  forward  for  years  and  years  to  that  day  when  their  soul  will  be  fived 
from  the  cage  of  their  body  to  enter  into  the  realm  of  God's  mercý-  and  compassion. 
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EUTHANASIA:  AN  ISLAMIC  VIEW 
Euthanasia  has  gained  a  legal  foothold  in  Holland.  It  went  to  the  ballot  box  in  tx,,,  -o 
states  in  America  but  was  defeated,  although  its  lobby  is  becoming  more  active. 
Islarn  has  its  own  definite  views  of  euthanasia. 
The  sanctity  of  human  life  is  a  basic  value  as  decreed  by  God  even  before  the  times 
of  Moses,  Jesus  and  Muhammad.  Commenting  on  the  staying  of  Abel  by  his  brother 
Cain,  God  says  in  the  Qur'an: fior  the.  "On  that  account  We  ordained  children  oflsrael  that  ýfanyone  slay  a  person  - 
unles  v  it  be  for  murder  or  .,;  prea,  ( Jing  mischief  in  the  land  -  it  would  be  as  ýf  he  slew 
the  whole  people.  And  if  an  yone  s  ave(,  -'a  Iýfe,  it  would  be  as  ýf  he  saved  the  life  ql'the 
whole  people  " 
(Qur'an  5:  32). 
"Take  not  life,  which  Allah  made  sacred,  otherwise  than  in  the  course  qfluslice  " 
(Qur'an  6:  151  and  17:  33). 
Tbe  Shari'ah  goes  into  great  detail  in  defining  the  conditions  under  which  taking  life 
is  permissable,  whether  in  war  or  in  peace,  with  rigorous  prerequisites  and 
precautions  to  restrict  its  use. 
Islam  does  not  reeogni,.  -,  e  suicide  as  a  fight,  but  rather  considers  it  a  violation.  Since 
we  did  not  create  ourselves,  we  do  not  own  our  bodies.  We  are  entrusted  with  them 
for  care,  nurture  and  safe-keeping.  God  is  the  owner  and  giver  of  life  and  His  rights 
in  giving  and  in  taking  are  not  to  be  violated.  Attempting  to  kill  oneself  is  a  crime  in 
Islam  as  well as  a  grave  sin.  The  Quran  says: 
"Do  not  kill  (or  destroy)  yourveýf  for  verily  Allah  has  been  to  you  most  Merciful"  (Quran  4:  29). 
Justification  oftaking  life  to  prevent  or  escape  suffering  is  not  acceptable.  Prophet 
Muhwnmad  taught,  'There  was  a  man  in  older  times  who  had  an  infliction  that  taxed 138 
his  patience,  so  he  took  a  knife,  cut  his  wrist  and  bled  to  death.  Upon  this  God  said: 
II  'My  subject  hastened  his  end,  I  deny  him  paradise'  .  During  one  of  the  militarý 
campaigns,  one  of  the  Muslims  was  kille  'd  and  the  companions  of  the  Prophet  kept 
praising  his  gallantry  and  efficiency  in  fighting,  but,  to  their  surprise,  the  Prophet 
commented,  "His  lot  is  hell".  Upon  inquiry,  the  companions  found  out  that  the  man 
had  been  seriously  injured  and  so  he  supported  the  handle  of  his  sword  on  the  ground 
and  plunged  his  chest  onto  its  tip,  committing  suicide. 
The  Islamic  Code  of  Medical  Ethics  endorsed  by  the  First  International  Conference 
on  Islamic  Medicine  (49)  stated  that  mercy  killing,  like  suicide,  finds  no  support  except 
in  the  atheistic  way  of  thinking  that  believes  that  our  life  on  this  earth  is  followed  by 
void.  The  claim  of  killing  for  painful  hopeless  illness  is  also  refuted,  for  there  is  no 
human  pain  that  cannot  be  largely  conquered  by  medication  or  by  suitable 
neurosurgery. 
The  Islamic  Oath  (49)  Appendix  1,  that  medical  students  take  at  Kuwait  University 
upon  graduation  states  specifically  that: 1-39 
I  sware  by  God  the  greatest  to  protect  human  life  in  all  stages  and  tinder  all 
circumstancesit. 
Furthen-nore,  there  is  a  transcendent  dimension  to  the  question  of  pain  and  suffering. 
Patience  and  endurance  are  highly  regarded  and  highly  rewarded  values  m  Islam: 
"...  Those  who  patiently  preserve  will  truly  receive  a  reward  without  measure  "  (Qur'an  3  9:  10). 
"...  And  bear  in  patience  whatever  (ill)  may  befall  you;  this,  behold,  is  something  to 
set  one's  heart  upon" 
(Qur'an  31:  17). 
Prophet  Muhammad  taught,  "When  the  believer  is  afflicted  with  pain.  even  that  of  a 
prick  of  a  thorn  or  more,  God  forgives  his  sins,  and  his  wrongdoings  are  discarded  as 
a  tree  sheds  off  its  leaves". 
When  means  of  preventing  or  alleviating  pain  fall  short,  the  spiritual  dimension  can 
be  very  effectively  called  upon  to  support  the  patient  who  believes  that  accepting  and 
standing  unavoidable  pain  will  be  to  his  or  her  credit.  To  a  person  who  does  not 
believe  in  a  hereafter  this  might  seem  insupportable,  but  to  one  who  does,  euthanasia 
is  certainly  insupportable. 
J-here  is  no  question  that  the  financial  cost  of  maintaining  the  incurably  ill  and  the 
! x9ile  Is  a  growing  concern,  so  much  that  some  pro-euthanasia  groups  have  gone 
Lx.  ýyond  die  concept  of  the'right  to  die"  to  that  of  "duty  to  die".  They  claim  that  when ￿i 
the  human  machine  has  outlived  its  productive  span,  its  maintenance  is  an 
unacceptable  burden  on  the  productive  segment  of  society  and  it  should  be  disposed 
of.  abruptly,  rather  than  allowing  It  to  cleternorate  gradually. 
This  logic  is  completely  alien  to  Islam.  T'he  care  of  the  weak,  old  and  helpless  is  a 
value  in  itself  for  which  people  should  be  willing  to  sacrifice  time,  effort  and  money, 
and  this  starts,  naturally,  with  one's  own  parents: 
"Your  Lord  decreed  that  you  worship  none  but  Him,  and  that  you  be  kind  to  your 
parents.  Whether  one  or  both  of  them  attain  old  age  in  your  life,  say  not  to  them  a 
word  of  contempt  but  address  them  in  terms  of  honour.  And  lower  to  them  the  wing 
of  humility  out  of  compassion,  and  say:  'My  Lord,  bestow  on  them  Your  mercy  even 
as  they  cherished  me  in  childhood"' 
(Qur'an  17:  23-25). 
Because  such  care  is  a  virtue  ordained  and  rewarded  by  God  in  this  world  and  in  the 
hereafter,  believers  regard  it  not  as  a  debit,  but  as  an  investment.  When  individual 
means  cannot  cover  the  cost  of  necessary  care,  it  becomes,  according  to  Islam,  the 
collective  responsibility  of  the  society. 
In  an  Islamic  setting  the  question  of  euthanasia  does  not  usually  arise,  and  if  it  does, 
it  is  dismissed  as  religiously  unlawful.  The  patient  should  receive  every  possible 
psychological  support  and  compassion  fron,  family  and  friends,  including  the 
spintual  or  religious  advisors.  The  doctor  participates  in  this  also  and  provides 14  1 
therapeutic  measures  iOr  the  relief  of  pain.  A  dilemma  arises  when  the  dose  of  the 
pain  killer  necessary  to  alleviate  the  pain  approximates  or  overlaps  with  the  lethal 
does  that  rnigbt  bnng  about  the  patient's  death.  Ingenuity  on  the  part  of  the  doctor  Is 
called  upon  to  avoid  this  situation,  but  from  a  religious  point  of  view,  the  cntical 
issue  is  the  doctor's  intention.  is  it  to  kill  or  to  alleviate  pain? 
The  seeking  of  medical  treatment  for  illness  is  mandatory  in  Islarn,  according  to  two 
saying  of  the  Prophet:  "Seek  treatment,  subjects  of  God,  for  to  every  illness  God  has 
a  cure",  and  "Your  body  has  a  right  on  you".  But  when  the  treatment  holds  no 
promise,  it  ceases  to  be  mandatory.  This  applies  both  to  surgical  and/or 
pharmaceutical  measures,  and,  according  to  the  majority  of  scholars.  to  artificial 
equipment.  Ordinary  needs  that  are  the  right  of  every  living  person  and  which  are  not 
categorised  as  "treatment"  are  regarded  differently.  These  include  food  and  drink  and 
ordinary  nursing  care,  and  they  are  not  to  be  withheld  as  long  as  the  patient  lives. ;4z 
Inie  Islamic  Code  of  Medical  Ethics,  states:  "in  his  or  her  defense  of  life,  however. 
the  doclor  is  well-advised  to  realize  his  limit.  and  not  transgress  it.  If  it  is 
scientifically  certain  that  life  cannot  be  restored,  then  it  is  futile  to  diligently  keep  the 
patient  in  a  vegetative  state  by  heroic  means  or  to  preserve  the  patient  by  deep 
freezing  or  other  artificial  methods.  It  is  the  process  of  life  that  the  doctor  aims  to 
maintain  and  not  the  process  of  dying.  In  any  case,  the  doctor  shall  not  take  a 
positive  measure  to  terminate  the  patient's  life". 
The  writer  is  fully  aware  that  some  of  these  concepts  might  be  so  alien  to  the  Western 
mind  as  to  be  relegated  to  the  realm  of  mythology  or  fiction.  But  it  is  these  concepts 
that  forrn  the  basis  of  the  moral  reasoning  skills  used  by  the  medical  students  tested 
by  the  DIT  in  this  research.  Their  understanding  of  what  is  Halal  and  Haram  was,  I 
believe,  a  major  underlying  reason  for  choosing  how  to  deal  with  every  situation  or 
story  introduced  in  the  test. 
An  important  thesis  of  this  research  is  that  morality  can  be  taught  and  learned,  and 
that  values,  opinions,  and  attitudes  can  change.  They  will  not  change,  however,  if 
individuals  do  not  actively  engage  in  discussing  the  basis  of  their  judgements  and 
reasoning. 
I-'Nen  if  these  values  and  judgements  do  not  change,  through  the  introduction  of  a 
course  in  medical  ethics,  the  researcher  hopes  that  medical  students  will  be  clearer  in 
their  own  mind  as  to  whý  the  particular  values  they  hold  are  important  to  them. 143 
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The  study  has  thus  far  moved  t1irough,  outlining  the  theoretical  foundation  of  moral 
development  research,  discussing  the  Defining  Issues  Test  and  its  uses,  validity  and 
the  results  obtained  at  Kuwait  University.  In  this  chapter  the  fabric  of  the  KuNýaiti 
setting  the  researcher  is  going  back  to  was  described  in  tenns  of  the  health  system. 
education  system,  namely,  the  higher  education  level  at  the  medical  school  and  the 
Islamic  religion  with  its  implications  on  the  health  care  profession.  An  understanding 
of  Islamic's  moral  reflections  based  on  the  Qur'an,  on  the  tradition  of  the  Prophet 
Mohammed,  the  Qias,  and  ljtehad  is  vitally  needed  in  medical  education.  One  goal  of 
introducing  the  fabric  of  my  society  was  to  show  that  one  can  be  religious,  rational 
and  oriented  to  a  lasting  meaning  and  still  be  free,  committed,  and  self  guided. 144 
IMPLICADONS  OF  IHE  STUDY 
"It  is  impossible  to  give  a  satisfactory  answer  to  the  perennial 
question:  'what  makes  a  good  doctorT  There  are  surely  a 
number  of  answers,  and  much  depends  on  the  circumstances  of 
the  health  services  and  the  society  in  which  the  doctor  practices. 
We  can,  however,  be  confident  of  the  need  to  put  education  back 
into  medical  training.  We  feel  that  if  the  parts  are  properly 
educational  the  whole  will  take  care  of  itself.  There  will  always, 
of  course,  be  a  place  in  medical  practice  for  the  expert  technician 
-  but  only  in  the  context  of  a  broadly  educated  medical 
profession". 
(Downie,  Pt.  and  Chorlton,  B,  1"2). 145 
Everyone  is  in  favour  of  moral  growth  and  development,  but  disagreements  about 
what  it  consists  of  how  it  is  recognised,  and  the  rneans  by  which  it  is  achieved  are 
legion. 
Kohlberg  offered  a  meaning  for  moral  growth  and  a  standard  measure  of  that 
meaning,  based  on  empirical  studies  in  psychology.  Kohlberg  argued  that  the  process 
of  moral  development,  like  the  process  of  intellectual  or  cognitive  development,  can 
be  described  as  the  movement  through  distinct  stages  of  awareness,  with  the  later 
stage  being  more  adequate  or  better  than  the  earlier.  Kohlberg's  six-stages  of  moral 
development  are  empirical  abstraction.  As  such  they  must  not  be  viewed  as  the  result 
of  previous  theoretical  speculation  about  the  history  and  development  of  moral 
theories  or  as  a  dissection  of  a  preferred  theory  of  ethics. 
A  cognitive  or  moral  stage  in  Kohlberg's  theory  is  a  distinct  mental  structure,  an 
internally  organised  whole  or  system  of  internal  relations,  by  means  of  which 
information  is  processed,  connected  and  experienced.  Kohlberg  often  referred  to  his 
theory  as  "methodological  non-relativism,  and  the  congruence  of  multi-societal  data 
allowed  him  to  leave  cultural  relativism  behind. 
The  six-stages  of  moral  development,  in  addition  to  being  empirical  generalisations 
and  sequential  and  invariant,  are  also  held  to  be  universal.  They  are  universal  in  that 
the  last  thirty  years  of  research  have  seemed  to  confin-n  that  all  people,  from  a  wide 
sample  of  cultures,  move  hrough  the  same  stages. £'1O 
As  an  additional  reflection  on  the  cross-cultural  studies.  Kohlberg  statecl.  that  fie 
"jund  no  important  differences  in  development  of  moral  thinking  between  Catholics. 
totestants,  Jews,  Buddists.  Moslems  and  Atheists. 
'ýchernallcaliy,  Kohlberg's  view  of  moral  journey  might  be  depicted  as  the  stage  by 
stage  enlargement  of  what  is  to  be  included  in  our  ethical  deliberations. 
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Figure  3.  Schemafic  Representation  of  Kohlherg's  View  of  the  Moral 14  ' 
Ible  stage  is  set  now,  the  theory  has  been  explaini,  d'  the  results  from  Kuwait  points  to 
a  growing  problem:  medical  education  in  its  cui-rent  form  and  design  has  an 
Whibitory  effect  on  the  expected  moral  growth  and  development  of  medical  students. 
fhe  writer  strongly  believes  that  higher  education  that  does  not  foster,  support  and 
irriplement  an  examination  of  the  moral  life  will  fail  its  own  purposes,  the  needs  of  its 
students  and  the  welfare  of  society.  fn  addition,  since  the  medical  profession  appears 
to  accept  the  importance  of  moral  character  and  the  pursuit  of  a  high  moral  code  of 
ethics  for  its  members,  then  closer  attention  needs  to  be  given  to  the  structure  of 
medical  education  and  its  influence. 
Having  a  code  of  ethics  or  a  set  of  rules  and  regulations  suffice  in  the  medical 
profession;  some  would  argue. 
To  this  the  argument  can  be  that  rules  are  very  useful  guidelines  which  can,  if 
adapted,  provide  a  basis  for  daily  practice  and  behaviour  in  the  medical  profession. 
But,  it  is  essential  to  remember  that  there  are  many  situations  which  might  occur  in 
which  rules  are  unable  to  advise  an  appropriate  course  of  action.  Codes  of  Practice 
usually  lay  down  general  principles  but  they  cannot  advise  the  doctor  on  the  best 
interpretation  of  the  principles,  or  infonn  his/her  about  how  to  decide  between 
principles  which  may  conflict  in  practice. 
I  believe  that  having  a  code  of  ethics  and  a  set  of  rules  and  regulations  is  good.  but 
people's  powers  of  Judgement  and  autonomous  decision-making  tend  to  atrophN  if 148 
they  are  not  used  and  explored.  These  powers  will  not  be  used  if  all  that  a  person  has 
to  do  is  follow  a  number  of  pre-decided  principles  in  all  possible  circurnstances.  It  is 
too  frequently  too  easy  in  medical  education  for  educators  to  keep  their  eyes  fixed  on 
the  rules  and  ensure  that  they  are  enforced  and  thereby  achieved  as  ends  in 
themselves.  But  if  the  goal  however,  is  to  assist  the  students  in  coming  to  see  the 
worth  and  soundness  of  these  rules,  to  explain  to  them  both  their  necessity  and  their 
value,  in  a  supportive  and  yet  firm  manner,  then  growth  should  become  the  focus. 14  9 
GLOSSARY 
CRUDE  BIRTH  RATE  (C.  B.  R.  ) 
The  number  of  Ij  ve  births  in  a  year  per  1000  mid-year  population. 
C.  B.  R.  B/P  x  1000 
2 
3. 
4. 
Where  B-  total  number  of  live  births  in  a  year. 
P=  mid-year  population  for  the  same  year. 
GROSS  REPRODUCTION  RATE  (G.  R.  R.  ) 
The  average  number  of  daughters  that  a  group  of  females  starting  their  life 
together  would  bear  if  all  the  initial  groups  of  females  survived  the  child 
bearing  age. 
CRUDE  DEATH  RATE  (C.  D.  R.  ) 
The  number  of  deaths  in  a  year  per  100  population. 
C.  D.  R.  D/P  x  1000 
Where  D  total  number  of  deaths  per  year. 
P  mid-year  population  for  the  same  year. 
INFANT  MORTALITY  RATE  (I.  M.  R.  ) 
The  number  of  infant  deaths  in  a  population  per  year  per  1000  live  births 
during  the  year. 
I.  M.  R.  Dx  1000/B 
Where  D=  deaths  of  infants  during  a  year. 
B=  live  births  during  the  same  year. 
5.  NEONATAL  MORTALITY  RATE. 
The  number  of  deaths  of  infants  under  4  weeks  of  age  (28  days)  during  a  year 
per  i  000  1  ive  births  dwing  the  same  year. 
N.  M.  R.  -Cx  1000  /  B. 
Where,  C=  deaths  of  infants  before  reach  4  weeks  of  age. 
B:  =  live  births  during  the  same  year. 150 
0. 
7 
POST-NEONATAL  MORTALITY  RATE. 
The  number  of  infant  deaths  at  4  through  51  weeks  of  age  during  a  year  per 
1000  live  births  during  that  year. 
Yx  1000  /  B. 
Where  Y=  infant  deaths  from  4  weeks  up  to  one  year  of  age. 
B=  live  births  during  the  same  year. 
MATERNAL  MORTALITY  RATE. 
The  number  of  maternal  deaths  due  to  complications  of  pregnancy,  childbirth 
and  puerperiurn  per  100,000  live  births. 
Maternity  Mortality  Rate  DP  x  100,000  /  B. 
Where  DP  =  number  of  maternal  deaths  due  to  puerperal  causes. 
B=  live  births. 
8.  PERINATAL  MORTALITY  RATE. 
The  number  of  infant  deaths  under  I 
1000  births  in  a  year. 
Dx+Df/B+Dfx  1000 
week  of  age  and  late  foetal  deaths  per 
Where  D=  late  foetal  deaths. 
B  =live  births. 1 1-51 
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During  this  course  we  hope  to  show  that  good  doctor-patient  relationships 
can  improve  the  patient's  quality  of  care  and  health  outcomes,  and  also  the 
quality  of  your  practice  experience  as  a  physician. 
, 
good  patient  care  addresses  not  only  the  technical  question  of  Increasingly. 
"What  can  physicians  do  for  a  patient",  but  also  the  ethical  (and  increasingy'N.. 
economic  and  political)  question,  "What  should  physicians  do  for  this  patient?  " 
Today,  to  be  a  good  practitioner,  physicians  require  knowledge  of  the  ethical 
and  social  dimensions  of  medicine  as  well  as  knowledge  of  medical  science. 
In  the  US  in  the  1990s,  good  medical  decisions  require  that  we  balance  the 
patient's  objective  medical  needs  with  the  patient's  values,  religious  beliefs 
and  personal  preferences.  Successful  doctor-patient  relationships,  therefore, 
are  measured  not  only  with  "hard"  outcomes  like  mortality  or  morbidity  and 
the  cost  of  care,  but  also  with  "soft  data"  such  as  the.  qual.  ity  of  life  as 
perceived  by  the.  patient,  the  patient's  functional  capacity,  the  impact  of 
illness  on  the  patient's  family,  and  the  patient's  satisfaCtIOn  with  care. I+  Thz  n--ed  to  btalancz  tI.  C  Lechnical  and,  moral  dimensions  of  medical  decisions 
puts  a  premilurn  on  shared  decision  -malcing.  This  means  making  decisions 
with,  we  well  ,, is  foor  thae  patient.  This,  in  turn,  means  that  in  educating 
medical  studle.  rits,  emphasis  must  be  not  only  on  the  actual  decision  but  also 
on  the  decision-making  process.  A  crood  decision  will  be  based  upon  sound 
analysis  of  the  technical  issues  as  wel-I  as  on  a  morally  sound  decision-making 
process  that  respects  the  dignity,  autonomy,  and  values  of  the  patient.  as  well 
as  respecting  the  values  of  physicians.  nurses,  other  health  professionals  and 
the  family. 
r- 
ror  these  reasons,  we  realise  that  a  program  to  teach  the  doctor-patient 
relationship  must  provide  students  with  two  kinds  of  knowledge:  coognitive  and  A-  - 
behavioural.  Cognitive  knowledge  can  be  acquired  through  reading,  lectures 
and  discussion.  Instruction  in  the  behavioural  skills  needed  to  develop 
effective  doctor-patient  relationsh-ips  requires  teaching  and  role  modelling  by 
experienced  clInicians  who  demonstrate  these  skills  in  practice.  It  further 
requires  that  students  have  the  opportunity  to  practice  these  skills  while  beiD  g 
Aipervised  by  cxper-ienced  clinicians.  This  behavioural  training  must  be 
accomplished  during  the  students'  clinical  education  during  the  second,  third 
and  fourth  year  of  -medical  school. Our  course  will  primarily  address  the  cognitive  dimensions  cf  the  DPR, 
exploring  issues  such  as: 
0  Should  medical  students  and  physicians  take  a  medical  oath?  If  so, 
when,  which  and  why? 
aA  structured  approach  to  how  doctors  and  patients  reach  decisions. 
0  Informed  consent  and  "informed  refusal". 
0  Assessment  of  patient  competency  and  decision-making  capacity. 
9  Truth-telling  and  confidentiality  in  the  DPR. 
0  End-of-life  decisions  including  CPR  and  DNR;  patient  use  of  advance 
directives  such  as  living  wills  and  health  care  proxies;  withholding  or 
withdrawing  life  support  such  as  respirators,  dialysis,  and  fluid  and 
nutrition;  physician  -assisted  suicide  and  euthanasia. 
0  The  influence  of  payers,  on  decision-making  by  doctors  and  patients. 
0  Clinical  research  trials,  and  the  potential  tension  in  the  DPR  between 
the  physician-as-clinician  and  the  physician-as-scientist. 
0  "Triage",  or  the  allocation  of  scarce  clinical  resources  (e.  g.  physician's 
time,  ICU  beds,  or,.,,,  ans  for  transplantation,  etc). 
0  The  American  Health  System  and  its  dual  crises:  access  to  care  and 
cost. 
In  designing  this  course,  we  have  tried  to  emphasise  the  "Five  Cs"  of 
teaching: 
1)  Ofinically  based  teaching. 2)  Cases  as  the  teaching  focus. 
Continuous  teachLi-nry  throughout  the  medical  curriculum.  C1 
4)  Co-ordInating  teaching  with  the  'trainees'  other  leaming  objectives. 
5)  Clinician's  active_varticipation  both  as  co-instructors  and  as  role  models 
for  students. 
Preparation  for  small  group  sessions.  - 
The  assigned  readings  and  the 
lecture/multi-media  presentations  will  serve  as  background  for  the  sinall- 
group  discussions.  Students  are  strongly  encouraged  to  attend  both  the 
lecture  and  small  groups,  and  to  read  the  (relatively  short)  assignments 
(including  the  cases)  before  each  session. 
Evaluation  of  students  in  the  ethics  course.  At  the  mid-term,  students  will  be 
asked  to  write  a  short  paper  discussing  the  ethical  and  social  dimensions  of 
a  particular  case.  In  wiiting  the  mid-term  paper,  students  are  encouraged  to 
refer  to  the  course  readings  and  to  the  decision-rnaking  approaches 
emphasized  in  the  course.  Tlere  will  be  an  objective  final  exam  to  prepare 
students  for  later  Board  exams.  Student  grades  (pass-fail)  will  be  based  on 
attendance  at  lectures,  small  group  participation,  and  writte-n  work. 
Feedback.  This  is  an  experimental  course,  with  maximum  participation  and 
audio-visual  content,  and  a  minimum  of  lecture  material.  We  very  much  want 
your  constant  feedback  about.  what  you  like  about  the  course  and  how  it  can . b-,.  unproved.  Please  speak  or  write  to  any  of  the  instructors  with  your 
suggest-ions  or  comments. 
COURSE  CONTENT 
Class  presentations:  10.30-11.30. 
Small  group  discussions:  11.45-12.50 
Date:  January  4-  March  14,1996. 
1.  Truth  telling,  are  ethical  standards  relative? 
2.  "Whose  life  is  it  anyway?  " 
Informed  consent  and  patient  autonomY. 
3.  End  of  life  decisions,  physician  -  assisted  suicide  and  euthanasia. 
4.  AMS:  Art  ethical  crucible  for  modern  medicine. 
5.  Domestic  violence. 
6.  Rehabilitation  ethics. 
Neonatal  ethics. 
Ethics  and  reproduction. 
9.  Ethics,  aging  and  geriatrics. 
10.  Transplant  ethics. 
11.  Your  futu.,  e  under  managed  care. APPENDIX  B THE  SrX  -  STORY  FORM  OF  THE  (LDMi, 
1)  HEINZ  AND  THE  DRUG 
In  Europe  a  woman  was  near  death  fro.  -n  a  special  kind  of  can-e&.  Thtre 
was  one  drug  that  doctors  thought  might  save  her.  It  was  a  form  of  radium 
that  a  druggist  in  the  same  town  had  reck-.  ntly  discovered.  The  drug  was 
expensive  to  make,  but  the  druggist  was  charging  ten  times  what  the  drug 
cost  to  make.  He  paid  $200  for  the  radium  and  charged  $2,000  for  a  small 
dose  of  the  drug.  The  sick  woman's  husband,  Heinz,  went  to  everyone  he 
Icnew  to  borrow  the  money  but  he  could  only  get  together  about  $1,000, 
which  is  half  of  what  it  cost.  He  told  the  druggist  that  his  wife  was  dying, 
and  asked  him  to  sell  it  cheaper  or  let  him  pay  later.  But  the  druggist  said, 
"No,  I  discovered  the  drug  and  I'm  going  to  make  money  froin  it".  So  Heinz 
0 
got  desperate  and  began  to  think  about  breaking  into  the  man's  store  to  steal 
the,  drug  for  his  Wife. 
SHOULD  HEINZ  STEAL  THE  DRUG? 
The  three  courses  of  action  available  to  resolve  the  dilemma  are: 
Should  steal. 
Can't  decide. 
Should  not  steal. 'T-,, 
.T  considerations  to  be  ranked  in  te,.  -ms  of  Wapartance  are: 
1.  Whether  a  community's  lawf  are  going  to  be  upheld. 
2.  Isn't  it  only  natural  for  a  loving  husband  #Eo  care  so  much  for  his  wife 
that  he'd  steal? 
3  Is  Heinz  willing  to  risk  getting  shGt  as  a  burglar  or  going  to  jail  for  the 
chance  that  stealing  the  drug  might  help? 
4.  Whether  Heinz  is  a  professional  wrestler,  or  has  considerable  influence 
wit  professional  wrestlers. 
Whether  Heinz  is  stealing  for  himself  or  doing  this  solely  to  help 
someone  else. 
6.  Whether  the  druggist's  rights  to  his  invention  have  to  be  respected. 
7.  Whether  the  essence  of  living  is  more  encompassing  than  the 
termination  of  the  dving,  socially  and  individually. 
8.  What  values  are  going  to  be  the  basis  for  goveming  how  people  Cact 
towards  each  other. 
9.  Whether  the  druggist  is  going  to  be  allowed  to  hide  behind  a  worthless 
law  which  only  protects  the  rich  anyhow. 
10.  Whether  the  law  in  this  case  is  getting  in  the  way  of  the  nicst  basic 
claim  of  any  member  of  society. 
I  I.  Whether  the  dr-ugagist  deserves  to  be  robbed  for  being  so  greedy  and 
cruel. 
1  ?.  -  the  A,  - 
Would  stealing  in  such  a  case  bring  about  more  total  good  foi 
who!  e  society  or  not. 2)  ESCAPED  PRISONER 
A  man  had  been  sentenced  to  prison  for  ten  years.  After  one  year,  however, 
he  escaped  from  prison,  moved  to  a  new  area  of  the  country,  and  took  on 
the  name  of  Thompson.  For  eight  years  he  worked  hard.,  and  gradually  he 
saved  enough  money  to  buy  his  own  business.  He  was  fair  to  his  customers. 
gave  his  employees  top  wages,  and  gave  most  of  his  own  profits  to  charity. 
Then  one  day,  Mrs  Jones,  an  old  neighbour,  recognised  him  as  the  man  who 
had  escaped  from  pr-ison  eight  years  before,  and  whom  the  police  had  been 
looking  for. 
SHOULD  MRS  JONES  REPORT  MR  THOMPSON  TO  THE  POLICE 
AND  HAVE  HIM  SENT  BACK  TO  PRISON. 
The  three  courses  of  action  available  to  resolve  the  dilemma  are: 
Should  report  him- 
Can't  decide. 
Should  not  report  him. 
The  considerations  to  be  ranked  in  terms  of  importance  are: 
I.  Hasn't  Nir  TIonipson  been  good  enough  for  such  a  long  time  to  prc,  -.  -e 
he  isn't  a  bad  person? 
7  Every  time  someone  escapes  punishment  for  a  crime,  doesn't  that  just 
encourage  more  crime? Wouldn't  we  v,  -  -  t,,  7  v.  11  ri  'On  of  our  %.,  i-c-,  tter  =  tilout  p  'sons  and  the  oppress' 
legal  system? 
Has  ME  Th.,,,  r  I  li  II  -  ipsc)n  reall'y  r-,;  i  his  debt  to  society9 
5.  Would  socit  cy  '. 
-)e 
Failing  what  -Mi- 
Thompson  should  fairly  expect? 
z  w.  6.  What  beriefitý  -)uld  phwris  be  apart  from  society,  especially  for  a 
chantable  inan" 
7.  How  could  anyone  be  so  cr-ut--I  and  heartless  to  send  i'vIr  Thompson  to 
PrIson? 
8.  Would  it  be  fair  to  all  the  prisoners  who  had  to  serve  out  their  full 
sentences  if  Mr  Thompson  was  let  off? 
9.  Was  i'Mrs  Jones  a  good  friend  of  Mr  Thompson?  Z:  ý 
10.  Wouldn't  it  be  a  citizen's  duty  co  report  an  escaped  criminal.  regardless 
of  the  circumstances? 
11.  How  would  the  will  of  the  people  and  the  public  good  best  be  served? 
12.  Would  going  to  prison  do  any  good  for  Mr  Thompson  or  protect  I 
anybody? 
3)  NEWSPAP.  k--4.  R 
Fred,  a  senior  in  I'iigh  school.  wanted  to  publish  a  mimeographed  newspaper 
for  students  so  thýit  he  coudd  express  -nany  of  his  opinions.  He  wanted  to 
speak  out  aoainst  the  ,  i,;  e  of  the  military  in  inter-national  disputes  and  to 
speak  out  against  of  the  Echool*s  ruies,  like  the  rule  forbiddimý  boys  to 
wear  long  hair.  Vilie.  -,  F-.  -cd  sta;  -'Led  his  newspaper,  he  asked  his  pnncipal  for permission.  The  pnncipal  said  it  would  be  alright  if  before  every  pubUcation 
II- 
cred  wouJ  tum  irý  all  his  articles  for  the  prin6pal's  approval.  Fred  agreed 
and  tur-ried  Ln  several  articies  for  approval.  The  principal  approved  aH  of 
them  and  Fred  published  two  issues  of  the  paper  in  the  next  two  weeks.  But 
the  principal  had  not  expected  that  Fred's  newspaper  would  receive  so  much 
attention.  Students  were  so  excited  by  the  paper  that  they  began  to  organize 
protests  against  the  hair  regulation  and  other  school  rules.  Angry  parents 
objected  to  Fred's  opinions.  They  phoned  the  principal  telling  him  that  the 
newspaper  was  unpatriotic  and  should  not  be  published.  As  a  result  of  the 
rising  excitement,  the  principal  ordered  Fred  to  stop  publishing.  He  gave  as 
a  reason  that  Fred's  activities  were  disr-uptive  to  the  operation  of  the  school. 
SHOM-D  THE  PRINCEPAL  STOP  THE  NEWSPAPER? 
The  three  courses  of  action  available  to  resolve  the  dilemma  are: 
Should  stop  it. 
Can't  decide. 
"Shoulu'  not  stop  it. 
'nit  consider-ition  to  be  ranked  in  ter-ms  of  importance  are: 
the  principal  more  responsible  to  students  or  to  parents? Did  the  Y)nncipal  give  his  word  that  the  newspaper  cculd  be  published 
for  a  long  time,  or  did  he  just  pr  -omisc  to  approve  the  newspaper  one 
issue  at  a  time? 
1.  Would  the  students  start  protesting  even  more  if  the  phnc;  'pal  stopped 
the  newspaper? 
When  the  we-Ifare  of  the  school  is  threatened,  does  the  pMinclpal  have 
the  right  to  give  orders  to  students? 
5.  Does  the  principal  have  the  freedom  of  speech  to  say  "no"  in  this 
case? 
6.  If  the  principal  stopped  the  newspaper  would  he  be  preventing  fuH 
discussion  of  important  problems? 
7.  Whether  the  principal's  order  would  make  Fred  lose  faith  in  the 
pnncipal. 
8.  Whether  Fred  was  really  loyal  to  his  school  and  patnotic  to  his 
country. 
9.  What  effect  would  stopping  the  paper  have  on  the  student's  education 
in  critical  thinIdng  and  judgement? 
10.  Whether  Fred  was  in  any  way  violating  the  rýights  of  others  in 
publishing  his  own  opinions. 
Whether  the  principal  should  be  influenced  by  some  angry  parents 
when  it  is  the  principal  that  knows  best  what  is  going  on  in  the  school. 
I  -I 
-. 
Whether  Fred  was  using  the  newspaper  to  stir  up  hatred  and 
discontent. DOC70R'S  DELEMMA 
A  lady  was  dyin  ef  c2ricier  I11.1  %,  %,  .9',  k,  hich  cou-d  -ot  ne  cured.  and  she  had  only  about 
six  months  to  live.  She  in  terTiNe  paii-,  but  she  was  so  weak  that  a  good 
dose  ot  pain-killer  uke  mor-phiric  Nvowd  make  tier  die  sooner.  She  was 
delinous  and  almost  cr,  -,  zy  with  pain,  and  in  her  calm  periods,  she  would  ask 
the  doctor  to  give  her  e-r!  ough  morphine  to  kill  her.  She  said  she  couldn't 
stand  the  pain  and  that  she  was  going  to  die  in  a  few  months  anyway. 
SHOULD  THE  DOC-70R  GIVE  HER  AN  OVERDOSE  OF  MORPHINE 
THAT  WOULD  MAKE  HER  DfE? 
The  three  courses  of  action  available  to  resolve  the  dilemma  are: 
He  should  give  th(-ý  lady  an  overdose  that  Will  make  her  die. 
Can't  decide. 
Should  not  give  hcr  the  overdose. 
Ile  considerations  to  be  ranked  in  terms  of  impor-tance  are: 
1.  Whether  the  woman's  family  is  in  favour  of  giving  her  the  overdose  or 
not', 
1) 
1L.. 
Is  the  doctor  oblipteu  by  the  sa.  Tic-  iaws  as  everybody  else  if  giving  an 
overdose  wculd  be  the  same  as  killing  her? 
3.  Whether  peopie  would  be  much  better  off  without  society  regimenting  I 
their  lives  and  t,  -,,  cn  their  deaths" 4  Whether  the  ooctor  could  make  it  appear  like  an  acciderL 
P? 
5.  Does  the  state  hav%ý  the  right  to  force  continued  exiStence  on  those 
who  don't  want  to  live? 
b.  What  is  the  value  of  death  prior  to  society's  perspective  on  personal 
values? 
7.  Whether  the  doctor  has  sympathy  for  the  woman's  suffering  or  cares 
more  about  what  society  might  think? 
8.  Is  helping  to  end  another's  life  ever  a  responsible  act  of  co-operation? 
9.  Whether  only  God  should  decide  when  a  person's  life  should  end. 
10.  What  values  the  doctor  has  set  for  himself  in  his  own  personal  code 
of  behaviour? 
11.  Can  society  afford  to  let  everybody  end  their  lives  when  they  want  to? 
Can  societ-,,,  allow  suicides  or  mercy  Uling  and  still  protect  the  lives  of 
individuals  who  want  to  live? 
5)  WEBSTER 
Mr.  Webster  was  the  owner  and  manager  of  a  gas  station.  He  wanted  to 
hire  another  mechanic  to  help  him,  but  good  mechanics  were  hard  to  find. 
The  only  person  Inc  found  to  be  a  good  mechanic  was  Mr.  Lee,  but  he  was 
Chincsc.  While  Mr.  Webster  himself  didn't  have  anything  against  Orientals, 
he  was  afraid  to  hire  I'vIr.  Lee  because  many  of  his  customers  didn't  like 
Oricntals.  His  (ustorners  might  take  their  business  elsewhere  if  NIF.  I-ee  was 
w(Aing  in  the  g;  -is  station.  When  Mr.  Lee  asked  Mr.  Webster  if  he  could have  the  job, 
-  r  id  that  'had  al-ready  hired  somebody  else.  ll-  ý'-'  7,  tcr  sa 
But  Mr.  Wetstw  really  had  not  NO  anybody,  because  he  could  not  find 
anybody  w'ii(,  -  waN  a  gor-ýC,  mechanic  besides  ?  vtr  Lee. 
SHOULD  MR  NVE13SIT.  R  HAVE  THRED  MR  LEE? 
The  chree  courses  cf  action  available  to  resolve  the  dilemma  are: 
Should  have  hired  Mr  Lee. 
Can't  decide. 
Should  not  have  hired  him. 
The  considerations  to  be  ranked  in  terms  of  importance  are: 
I.  Does  the  owner  of  ;i  business  have  the  rip-ht  to  make  his  own  business 
decisions  or  not? 
2.  Whether  there  is  a  law  that  forbids  racial  discrimination  in  hiring  for 
jobs? 
I  Whether  Mr  Webster  is  prejudiced  against  orientals  himself  or  whether  C) 
II 
fie  meý4ns  nothing  personal  in  iefusing  the  job? 
Whether  hiring  a  good  mechanic  or  paviniZ  attention  to  his  customers 
wishes  ,  ouid  b-c  best  for  his  business' 
5.  What  undividuc-il  differences  ought  to  be  relevant  in  deciding  how 
C 
society  vs  rules  a,  e  filled9 6.  Whether  the  greedy  and  competitive  capitalistic  system  ought  to  be 
completely  abandoned? 
Do  a  majohty  of  people  in  Mr  Webster's  society  feel  like  his 
customers  or  are  a  majonty  against  prejudice'! 
8.  Whether  hiring  capable  men  like  Mr  Lee  would  use  talents  that  would 
otherwise  be  lost  to  sbcietv" 
9.  Would  refusing  the  job  to  Mr  Lee  be  consistent  With  Nir  Webster's 
own  moral  beliefs? 
10.  Could  Mr  Webster  be  so  hard-hear-ted  as  to  refuse  the  job,  knowing 
how  much  it  means  to  Mr  Lee? 
11.  Whether  the  Christian  commandment  to  love  your  fellow  man  applies 
to  this  case. 
12.  If  someone's  in  need,  shouldn't  he  be  helped  regardless  of  what  you 
gct  back  from  him? 
STUDENT  TAKE-OVER 
Back  in  the  1960s  at  Harvard  University  there  was  a  student  group  called 
Students  for  a  Democratic  Society  (SDS).  SDS  students  were  against  the  war 
,  ainst  the  army  training  program  (ROTC)  that  helped  in  Vietnam,  and  were  ap 
to  send  men  fight  in  Vietnam.  While  the  war  was  still  going  on,  the  SDS 
s#.  udents  demanded  that  Harvard  end  the  army  ROTC  program  as  a 
university  course.  This  would  mean  that  Harva7d  students  could  not  get  ar-rný 
ti,  iinim:  as  part  of  their  regular  course  work  and  not  get  credit  for  it  towards -iarv-rd  i  ., 
their  depe(-..  rl  r.  P  .  -.  Sc-cil-,  -,  agre-,  d  with  the  students.  The  professors 
voted  '%-.  (j-  ead  . -.  he  TRO)TC  progam  is  a  l.,  pj,,,,  mity  course.  But  the  President 
of  the  University  toc)l,  a  differeilt  vit--w.  He  stated  that  the  ar-my  program 
should  siay  on  cairilpus  as  a  course.  The  SDS  students  felt  that  the  President 
of  the  University  was  riot  going  to  pay  attention  to  the  vote  of  the  professors, 
and  was  voing  to  keep  the  ROTC  program.  as  a  course  on  campus.  The  SDS 
students  then  marched  to  the  university's  administration  building  and  told 
everyone  else  to  get  out.  They  said  they  were  taking  over  the  building  to 
force  Harvard's  President  to  get  nd  of  the  army  ROTC  program  on  campus 
for  credit  as  a  course. 
WERE  THE  STUDENT'S  RIGHT  TO  TAKE  OVER  THE 
ADMINISTRATION  BUILDJNG'ý 
The  thrce  courses  of  action  available  to  resolve  the  dilemma  are: 
take  it.  uvtr 
Can't  decide. 
Not  t,  -, ik.  e  it  over. 
The  considiýratiu,,  -c  t,,  )  be  rarked  ir,  tems  of  importance  are: 
Aic  t`w  sti.  lews  doingy  this  to  really  help  other  people  or  are  they 
doing  !  t,  Just 2.  Do  the  students  have  any  right  to  take  over  propeTty  that  doesn't 
bclong  to  them? 
3.  Do  the  students  reallse  that  they  might  be  arrested  and  fined,  and 
even  expelled  from  school? 
Would  taking  over  the  building  in  the  long  r-un  benefit  more  people 
to  a  greater  extent? 
5.  Whether  the  president  stayed  within  the  limits  of  his  authority  in 
ignoring  the  faculty  vote? 
Will  the  takeover  anger  the  public  and  gIve  all  students  a  bad  name? 
7.  Is  taking  over  a  building  consistent  with  principles  of  i  ustice? 
8.  Would  allowing  one  student  take-over  encourage  many  other  student 
take-overs? 
9.  Did  the  president  bring  this  misunderstanding  on  himself  by  being  so 
unreasonable  and  unco-operative? 
10.  Whether  r-unnincy  the  university  ought  to  be  in  the  hands  of  a  few 
C')  - 
administrators  or  in  the  hands  of  all  the  people? 
11.  Are  the  students  following  principles  xhich  they  believe  are  above  the 
law? 
Whethcr  or  not  university  decisions  ought  to  be  respected  by  students?  II APPENDIX  C iOENT,  'FICATION  NUN16ER  DEMNING6  ISSUES  TEST 
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(6 
7,7 
S7 
_3  C 
'3  :  2)  ýD  ("n  3  Copyright,  James  Rest  6)  C3 
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C 
HEINZ  AND  T  -HE  DRUG-  C  Should  Steal  C)  Can't  Deciae  C)S')Cjid  t,  o[  s:  e3l 
C-(DOOO  1.  Whether  a  community's  laws  are  going  to  be  upheld.  CCOOO  2.  isn't  it  only  natural  for  a  loving  husband  to  care  so  much  for  his  wife  that'he'd  steal?  OOCý00  3.  !s  Heinz  wll!  lng  to  nisk  getting  shot  as  a  burglar  or  going  -o  ]all  for  the  chalice  that  stealing 
the  drug  might  help? 
&0000  4.  Whether  Heinz  is  a  professional  wrestler,  or  has  considerable  influence  with  professional 
wrestlers. 
0(:  )000  5.  Whether  Heinz  is  stealing  for  himself  or  doing  this  solely  to  help  someone  else.  00(:  )00  6.  Whether  the  druggist's  nghts  to  his  invention  have  to  be  respected. 
(DOOOO  7.  Whether  the  essence  of  living  is  more  encompassling  than  the  termination  of  dying,  soc:  ally 
and  individually. 
00000  B.  What  values  are  going  to  be  the  basis  for  governing  how  people  act  towards  each  other. 
00000  9.  Whether  the  druggist  i's  going  to  be  allowed  to  hide  behind  a  worthless  law  which  only 
protects  the  rich  anyhow. 
0000  10.  Whether  the  law  in  this  case  is  getting  in  the  way  of  the  most  basic  C!  31M  of  any  member 
of  society. 
0(__)OOO  11.  Whether  the  druggist  deserves  to  be  robbed  for  being  so  greedy  and  cruel 
C,  (:  )  C  10  0  12.  Would  stealing  in  such  a  case  bring  about  more  total  good  for  the  whole  soc:  ety  or  not. 
Most  importa  nt  item 
eO_C3)(DTT003093(30_ 
Second  most  important  0,  '-2)  03  OJI  0  05  C,  (D  0ý  00  101  (ýD 
Th;  rd  most  im  portant 
co:  ý030105060030 
1  10) 
(D 
Fourth  most  i  mportant  (:  1)  0  C3,  G  05  0  (D  1  33  ý  30  (:  0)  (DI 
a 
ESCAPED  PRISONER:  0Should  report  him  OCan  t  de,:  ýicle  OShcula  not  relor-,  him 
00000  1.  Hasn  t  Nlr.  Thompson  been  good  enough  for  such  a  long  time  to  prove  he  Isn't  a  bad  perscný 
00coo  2.  Everytime  someone  escapes  punishment  for  a  crime,  doesn't  that  just  *--nc-,  )urage  r-nore  crlm0 
00  00  (D  3.  Wouldn't  we  be  better  off  without  prisons  and  the  oppression  of  cur  legal  system? 
00C(-)0  4.  Has  Mr.  Thompson  really  paid  his  debt  to  society? 
00000  5.  Wouid  soc:  *ety  be  failing  what  Mr.  Thompson  should  fairly  e.  -,  pec-,? 
00000  6.  Wliat  benefits  would  pnisons  be  apart  from  soc:  ety,  especially  for  a  charitable  man? 
P.  ,,  ý  (:  )  (:  )  0  7.  How  COUld  anyone  be  so  cruel  and  heartless  as  to  send  M.  r.  Thompson  !o,  -)r:  son  7 
Coco(:  )  S.  Would  it  be  fair  to  all  the  prisoners  who  had  to  serve  out  their  tull  sentences  :f  Mr  Thompson 
was  let  off? 
9  W.  3s  Mrs.  Jcnes  a  good  frýencl  of  Mr.  Thom,  pson7  (D,  13  (D 
COCOO  I  C).  VVý)uldn*t  it  be  a  citizen's  duty  to  report  an  escaped  c,  -:  mInal,  regard!  e,,  s  of  ,  he 
ci,  cums,  ances? 
0  C)  C.  0011.  How  vvould  the  will  of  the  people  and  the  public  good  best  be  served? 
0, 
- 
ýD  C)  0  12.  Would  going  to  pitson  do  any  good  for  Mr.  Thompson  c7  protect  anybody-? 
M(,  st  impurtaric  item  , -,  ý  1)  C, 
0.  Os  0,5  T, 
Second  mos  z  impor  -zant  'T', 
0,  T 
Oi  0  CA'  0", 
,  hird  roost  imvcrtant  T 
Fowth  mccr!  r-o-tant 
P-AASE  00,  tOT  VvrRI-T:  .  *j  -MiS  BCIK 
M--7  :7  ;7  MUM= 
N  7-43, NEA^JSP6P'-_R.  C-ý,,  c&(iT,  _o:  (  :  Ut- 
CC,! 
f 
CSIJCUJ(j; 
'ý,  ýý  Zý_:  S 
00-. 
/  priricioal  moie  resoonsiole  to  students  or  to  arents? 
C0C;  0  2. 
p 
Diu  ti-ie  princ:  pý,  i  give  his  word  that  the  newspaper  could  be  published  for  a  !  onq  ',  ime.  or  dici 
tie  just  promise  to  approve  the  newspaper  one.  issue  at  a  t!  mf-.? 
000  3.  VVould  the  ;  tudents  star-t  protesvi-ig  even  more  if  the  princ;  Oal  stopr-ed  the  ne,.  -Vspaoer?  00  ýD  4.  When  the  wclfzýte  of  the  school  is  threatened,  dops  the  princMal  have  the  right  *0  give 
OM  orders  to  studei-its? 
000(:  )  C)  5.  Does  the  principal  have  the  freedom  of  speech  to  say  -no-  -in  this  c3se? 
0(:  )000  6.  If  the  pnincipal  stopped  the  newspaper  would  he  be  preventin  full  discussion  of  im  ortant  g  p 
problems? 
00000  7.  Whether  the  ptincipal's  order  would  make  Fred  lose  faith  in  the  princ:  pat. 
(:  )  0  (:  )  0  (-)  8.  Whether  Fred  was  really  loyal  to  his  school  and  patnotic  to  his  counry 
00()0()  9.  .  Wh3t  effect  would  stapping  the  paper  have  on  the  student's  education  in  critical  thinking 
and  judgment? 
00000  10.  Whether  Fred  was  in  any  way  violating  the  rights  of  others  in  publishing  his  own  opinions 
00000  11.  .  Whether  the  principal  should  be  influenced  by  some  angry  parents  when  it  is  the  princ:  pal 
that  knows  best  what  is  going  on  in  the  school. 
0(:  )000  12.  Whether  Fred  was  using  the  newspaper  to  stir  up  hatred  and  di,.,  ccn:  ent. 
"Most  important  item 
0  Cz  ".  C3)  G  (D,  60 
C7,  ý;,,  09 
1ý  09  -Second  most  impor-Tanj  01  (_3  (Do  ý3,32 
Third  nicist  impor-ant  .CC,  3  C)  0  0  02  C3)  (D  0 
Futirth  most  ',  rnpoi  tant  0  ",  C3,0  C3,0  (-o) 
DO  CTOR'S  DILEMMA.  0  He  should  give  the  lady  an  0  Can',  dec:  dee  0  Sý-.  OLIC  'ICT  give 
(J  overdose  that  will  make  her  die  Zt-e  overccse 
00UU01.  VI/hcTher  the  woman's  family  Is  In  favor  of  giving  her  the  overdose  or  not. 
"DO000  Is  the  Joctor  obligated  by  the  same  laws  as  everybody  else  it  n(ving  an  overdose  would  b-- 
the  same  as  killing  her. 
C  'i  k  -)  C)  3  Whether  peopie  would  be  mticn  better  off  without  society  regimenting  their  lives  and  even 
their  deaths. 
4. 
, 
00()  11  Wh  ther  the  doctor  could  make  appear  like  an  accident. 
0  (D  005.  Does  tj'-.  e  s-.  atc.  hae  the  right  to  force  continued  existence  on  those  who  don't  want  to  live. 
C0  00  (06.  What  is  the  value  of  death  prior  to  society's  perspecýive  on  p2rsonal  values. 
7  Ing  or  cares  Whether  the  doý-Ior  has  sympathy  for  the  woman's  sufferi  more  about  what 
ýý-)(7:  ety  m!  ght  thwk. 
IPaTI  OF.  J.  !s  he!  c  nq  to  er-.  d,  another's  life  ever  a  responsiLle  ac'  (if  coop  r 
3.  'jVheiher  only  God  shouid  decide  when  a  person's  We  should  end. 
C)  Ci  10.  Vlh,  lt  vaiues  The  doctor  has  set  for  himself  in  his  ov-,,  n  personal  code  of  behavior. 
r.  an  socieýy  afford  to  let  everybody  end  their  lives  wn2n  zhey  want 
12.  C  3-,  -Oclctv  allov  suic:  des  or  mercy  kiding  and  still  protect  the  ljveý  of  individuals  who  ant 
-vant  to  live. 
-Mus:  ,  Tiporlant  item  '' 
ýf  \_ 
--  -1  11:  1  ý--I 
ý2) 
mnst  imnorTar  if 
C,  "D  (2ý  0, 
\1 
ci) 
fl-iird  most 
(3) 
(7  7',  E 
SE  DO  NOT  WRITE  IN  T  HiS  AREA 441 
cc 
C  0,  C) 
CIOCOC 
( 
'-I  -d  _/  -￿ 
WEESTER:  C  Should  have  hired  Mr.  Lee 
1 
2 
3 
OCOC, 
"  0  C,  C  7 
00C, 
---) 
0  8 
CO'-00  9 
C,,  OCOO  -10 
r)  Can't  dec;  de  0  Should  not  ha,.  e  hired  him 
Does  the  owner  of  a  business  have  the  nght  to  make  h:  s  own  busine3s  decisions  or  not?  Whether  there  is  a  lavv  that  forbids  facial  discrimination  in  hiring  fol  jobs. 
%Nhether  Mr.  Webster  is  prejudiced  against  oriental-%  himself  or  whether  he  means  nothing 
porsonal  in  refusing  the  job. 
VViether  hiring  a  good  mechanic  or  pay!  ng  attention  to  his  customers  I  vvishes  would  be  best 
for  his  business. 
What  individual  differences  oughi  to  be  ielevant  in  deciding  how  society's  rules  dre  filled? 
V,  ih-'rh,  -r  th-  qrPs-dy  ;:  lnd  compptitivp  capitalistir  -,  vstem  011011T  to  he  comoletelv  abandoned. 
Do  a  majority  of  people  in  Mr.  Webster's  soc.,  ety  teel  like  his  customers  or  are  a  majorlt-ý 
against  prejudice? 
Whether  hiring  capable  men  like  Mr.  Lee  would  use  taients  tliat  would  otherwise  be  lost  to 
society. 
Would  refusing  the  job  to  Mr.  Lee  be  consistent  with  Mr.  Webster's  own  moral  beliefs? 
Could  Mr.  Webs-ter  be  so  hard-hearted  as  to  rpfuse  the  job,  knowing  how  much  it  means  to 
Mr.  Lee? 
C0  C-  0011.  Whether  the  Christian  commandment  to  love  your  fellow  man  applies  to  this  case. 
'O,  COO  12.  :f  someone's  in  need,  shouldn't  he  be  helped  regardless  of  what  you  get  back  from  him? 
Most  importarit  item 
S,  -cond  most  important 
Tlurd  most  important 
Fourth  most  inipor-tant 
(3  (D  (D  (D  (D  (D  0  (E)  (D  (3  (B  e2 
(D,  (D  (D  0-  (D  G  (D  (D  (D  (5  (B  (ID 
0,  (D  0G  (ýý  06  (D  (ý)  (D  @  (3  (D 
0,  (D  0  (D  (D  (D  (D  (ýD,  (l)  (9  (3  (D2 
_j  STUDENTS.  OTake  it  over  0  Can't  dec:  ce  CI%c(  .,  lee  [()I/Pr  0 
00C,  1.  Are  the  itudents  doing  thi's  to  really  help  other  people  or  3re  they  doiny  it  just,  for  kicks. 
C,  00002.  Do  the  students  have  any  right  to  take  over  property  that  doesri't  belo,  19  to  them. 
/0000  1  Do  the  students  realize  that  they  might  be  arrested  and  i'Ined,  and  even  expelled  fronn  school. 
00,  C)  004.  Would  taking  oveT  the  building  in  the  long  run  benefit  more  pF-ople  to  a  greater  ex*e:,,?,. 
00C0G  5ý  Whether  the  president  stayed  within  the  limits  of  his  aulhonty  in  ignoring  the  faculty  vote. 
0  (D  0  C-)  C)  6.  Will  the  takeover  anger  the  public  and  give  all  students  a  bad  name. 
r-,  ýj  C-)  007.  !s  taking  over  a  building  consistent  with  pnincip:  es  of  Justice. 
Cr_)OOO  9.  Would  allowing  one  student  take-over  enco-.  jrage  many  other  student  taý<e-overs. 
00",  -)  C)  9.  Did  the  president  bring  this  m!  'sunderstind!  ng  on  h:  m.  so:  T  lby  being  so  unreasonable  an,  ý 
uncooperative. 
00  C)  0  1.0  Whether  running  the  university  ought  to  be  in  the  hands  of  a  evv  administrators  or  in  the 
hands  of  all  the  people. 
CC)OOID  11.  Are  the  students  following  principles  which  they  believe  are  above  the  law. 
00  n-  0  12.  Whether  or  not  university  decisions  ought  to  be  respeced  by  s-zuden-.  s. 
Most  tv7ipnr!  ij;,  x  itern 
Seconýj  most  rTipcir-lant 
Tli-rd  wo-it  imporiart 
Four-h  -nc--i  important 
(D  G  (3-  0-5 
(D  0￿  0,  (D3  C￿Co)  (D,  0- 
01  3  02  (D  (i)  (D  0  03  03  (T  cl  1)  ý  D- 
0  (D  01  0  (-s-)  C,  »  (D  03  G)  eo  0,0--- 
PLEASE  DO  NOT  WRITE  lN  THIS  AREA 
:a  lz APPENDIX  D J'J 
L5 
Jýj 
3-1--ji 
Iýr<j 
ILI  I  tr 
L)  A 
(j 
L  :  ￿-J  ) 
I--  . -.  Ui 
-I 
J<j 
;;. 
1j;  çti 
- 
I/I 
ILL, 
T 
4L,  - 
"-i 
'J 
-r 
--  Lft  y ai 
ii  J_  L>-  .  L1ii  LA  ( 
LiL 
(i  ý,  ' 
-ý  J-0  j->-  1 
-rz>- 
1 
ýý  l>I 
Ld 
Ul 
I-ýtý,  ý 
-,  -  JI 
-' 
JL- 
)￿;  ui 
\. 
"3L 
L"I 
j  _z"_,  - 
- 
3- 
"\( 
; 
_? 
1r 
/ 
/ 
ZZL-ji 
I 
L'I/ ;  __,  Z'-Tý 
4-j  tj 
N6' 
d; 
3u 
W  11  1u 
Lj 
Ifo 
.......  ....... 
Lf 
(JJ 
d 
Lcit 
!  j' 
-3 
'LLI 
i  Z-Uý  -y  I Mll 
r4- 
A. 
01  1 
ý  A-"  LIL  1 
ýr-  il  )i 
(-4--' 
-Ljl 
jr, 
Jul 
4ý4j  J11 
Lý,  aý 
- 
I 
-I 
L 
Jýl 
t-A 
Je;. 
L5 
Lt  )1  . fi; 
- 
ji 
ij-Z:  --,  ýý  ýr  ly-i  1-ýý 
/ 
/1 
- 
LJ 
A- 
LC- 
rtJU  ..  -4- -LAU 
1-d 
IT  L5 
Is- 
Ls 
L5 
CAI 
Ll 
L-  11 
tj 
......  ...... 
: 
-11  -  -,.  )  .,  l  Lýdjl  23  1ý 
Jp 
-1 
J4; 
ý-4,  zr.  ",  'ý  I  u-, 
-IV 
LL- 
JL, 
-JI i  i;  -  J  -- 
-L 
Jý_z  &ULJ% 
;c  (JJfl 
(L  )i-' 
-'  ? 
jk.  f. 
'-4-. 
. D. 
".. 
. L..,  i  lýI  ;  -:  i 
u,  j 
ji  ý-Ii 
__ 
- 
.0 
7--7-w 
0a,  z 
I jýj 
l 
: j,  3 
Ij 
Jýj 
L.  51 
.( 
-ýi 
Z-) 
-i-ýi 
ý. 
"0" i_-j 
LS 
L5 
L5 
Ju 
d1i  iI  - 
3- 
I 
jP 
4-L,  -_j  - 
)J1 
LJL-'J 
I 
_J 
4j 3  J__.  j 
t-- 
jL1. 
I")..  L.  J  l,.  "  LI  1L-I 
-r 
31 
Jp 
£_J  i  ;  us 
A 
I)  i_jl 
- 
"I  -￿ 
)  J_J  ) 
u-c 
L$ 
_  L$-1- 
- 
3 
(_ 
-￿ 
) 
)II 
-1.  -  1% 
4) 
4___jU 
iL- 
JU1 
L5- 
- 
= 
3 
v-I 
H 
/' 
/ 
__put 
- 
_____:  _:.! 
i 
(»'  »'  .  LJ%  ￿2 
;. 
...  -  IL  ,  1. 
\I 
.l 
jl'.  _ 
/- 
d  j.:.;  r  r-  r-4 
U.,  - &_I 
;IJ 
EII  -)  jlý  --Z.  )  --ý 
I 
L5 
LI  I 
4u, 
LA 
jL  u) 
%-LA 
ju 
L>  jl'  16  U, 
.......  ....... 
- 
jýj IIII" 
--  Iu 
Z.  -Ii0i  Z-!  "i  Ljr-  Z-1  -  ,,  -a  I-I 
UQ, 
-1-.  -, 
- 
. 
U-D 
-1.1  -0 
1 
)U_t 
- 
L? 
)  Li 
-0 
Lc- 
- 
I-y 
L5 
-- 
--  )LL. 
(l 
*I  L-- 
L.  l 
,i-  -'- 
-I.;  -  ý,  ui  I 
-ý  -ý,  ýI': 
ii» 
"  "u  . _J- 
- 
I 
Li  j5\  L-J'  ULL 
. 
(  ..  c_i, 
)j)  ) 
'Lit APPENDIX  E taL 
jr  jt 
,  Z,  I-  --  I-ýI J 
-  LS  yLzj> 
':  SLJ  iLLI4  _￿ 
.  ￿....  ￿  ￿ 
____ 
aJ  JL  L- 
L_(:  JI 
. 714  IrýJ.  9 
I  JI 
,- 
a-, 
-J-ý. 
j  Iý-ý 
ýýJ  4.5  S: 
j  I 
..  ýs  ýj  -C-- 
__cLW. 
S  LL,  !Li' 
.  .. 
c-. 
'JA  -i' 
LI2 
---,  -iJ 
Lý-  ýý-J  Ii  --; 
1 
--31-  .1  Llý  I  L>- 
t1  Li  c,.  ->J  1  ---;  .) 
L- 
_j-C--Jj-j  ..  )I).  I_ 
-j) 
--  t)ILI 
I  -' 
-I-i 
1  31  La  Jj  15 
's 
.3  Lýý  1 
is 
L____r_;  LUiJl  )Lj 
LL_J' 
%-  LJl If  J1 
. 
-1 
1 
'IJI 
lLj!  ___  " 
_L  L 
: '1 
fjI  'L. 
,5  Li  I 
)LI 
V 
H- 
11j, 
c'I  -J  tI 
^jl  _.  ý  -I-I:  ,  ýA-  1  J-.  z  Ji  (01  ;  ýz  -A-=)  L-'!  cLJý  L--,.  J  Ioc 
CI  j-.  IILA 
L.  JJI 
rj(J 
ý  k.  - 
-)-, 
ij  I  A.  ý-  ,:  -,  -..  "-ý..  --ý  -7-Z  -ý>Jj 
I  Iz 
-I,. 
azý 
I  Z-ýJ  LýJ 
N'l 
.  5-1  Li  Ls  _.  j 
e-- __  __ 
F-I 
__I 
Ij 
A  y 
A 
E  A  0  1 
'A.  y  I  AT 
T 
A  y  A 
A  A  T,  Y0  1  T  1 
-1 
Lý.  Ij 
t 
o  -i.  > 
ji  I  ý'l  1L 
L:  J 
.ý3(I)L, 
-ý 
1-53  Jý  L  U-J  1  51  111  A-.  ",  )*  LýL  (A 
-)  6--LLJ  L  'J  I 
ltýl  --I  i.  )  kj.  ý- 
-  -vc3 
Ti 
"  j...  "  ""J 
IT 
I  -LL,  L  LýJ 
-J 
I 
-i  - 
ýJ,  I  'i  I  'L,  L-:.  j 
L,  IJ«- Lt 
--'j 
L---'  ý  2-s  ýjia,  -  -:  -  II-:  -  ý--  -'-;  Lý-  *, 
- 1-2 
j  LLJ  ii  H:  LL 
-a  Lý  *  L.!  J  Icc 
Is- 
J62  i  LS  1,  Iju  -L: 
jl 
L  1. 
-rý 
La  UL 
( 
￿j)  _çJ 
.(  -%  ) 
. ý-j  I  (,  ý.  )  C-  .>j;  I  ---  ,  -j  ý  1ý 
JsJ  c-' 
J 
_____ 
i)  LLi 
-JI  ýjU  I-0"Iý  'I  (  a3  o'-.  L-  "  :,  U  L-  - 
-. 
J 
-tL 
ýL 
,z"  ll. 
-ý 
ý: 
-II 
:_I 
-Z-  . 
-1 
j  a-LLý--'l 
_1 
I-U  . -ý 
Ii;.  -  -) 
L,  !ýýI.:  -I 
I  ,  --  4 
., 
-, 
I  Z->  ;  .;  ) 
_Sj 
17ý 
,  2J  -,  -c 
il. 
- 
L, 
-ý 
IrIJ  4--)ý  ý, 
J  o 
- LLi 
ji :  a-1  ý  ýj.,  ýij  I  :i  'i  I 
ç__'fl  r 
--> 
- 
____ 
-  ---- 
-  -I?  ?--  -(  - 
--  -'  ..  ->.  -...  - 
r'-- 
--  .  --- 
I 
4 1 
_5 
iJ  I 
-J 
I  ý--  L.  LJ  I 
JL 
_ 
.  JI  JJj  L  LL:  _.  _LJ 
-  -.  - 
1!  -  a: 
_i  L:  -, 
I 
L 
LLJ,  Uj  I 
Z> 
JAJ 
L 
L-:  j  I 
i... 
¶ 
a>.  2r  -3 
___  - 
"1 
IIC 
___j_ttrt-i  .  A- ,4  r01  -IL,  -  I 
if 
--l 
I  ýL, 
- 
tý  -  LS  L.., 
-- 
LIL 
_L  LiL  LLi-.  ----- 
'_"__"__-__---; 
aý-  ýý 
j-  ý-  -:  -1_  -ý  -  ', 
L-i  L  -..  >  '-,  -: 
J>: 
-;  -)  4-  --- 
j,..  ij..  jSJjI  _ 
ei 
- 
d7- 
L 
4L  t-  --ý  I 
Ll 
_jr_J_ 
- 
7S1 
II_i  :.  'ii  - 
.d 
: 
->  .4 
-%JL, 
() 
I  .> Lz  JIL 
-.  -:  L-,  -Z,  I  --,  -, 
I  -z  -5ý,.  j  I  LIý  L- 
ý  -j 
w-  -  _.  L 
-e  I-I- 
10, 
L3ý 
Lf  -. 
S.;  -!  -z- 
'I  I 
'_ý 
-  .. 
z  Iý01  ('  L-55  .<  __j 
rL  L  L..  _ 
J1  CI 
L3 
ý-l  L 
L:  j  IL 
JL I  I-  ýý  Ir-- 
-I  L 
ji 
I-II  -  .1  -ýý 
A-  .  CL-3..  -I  Li  ;.  _  1--l-IL  - 
Lý7-> 
j,  "fl 
«__' 
("-Y- 
çaL  i_jL  Li 
"  JJT  ___; 
__;  r- 
C-  C 
c. 
C.  -IIIr 
I.  "  -.  II  II 
-  -_. 
-..  V-, 
I 
"_.  _  -- 
LL- 
UJI  .  JI  () 
-74  1. 
IL 
-----> 
.- 
Z-.  Z 
.i- 
-> 
a_;  li 
ý, 
-  's  -!.  -> 
.1- 
CL  L. 
-; 
L:  -l  I  a->.;  -J 
L.  ý  cý,  r)  J'!  iJL.  _ APPENDIX  F List:  J...  -ig  cf  Raw  CIT  Daza 
1  00-1  10  --  5  _3  7-  221-1-1-2  1  15  233  01133  0204  "-i-'-: 
-;:  21l24-',  210102040---  I  12  E  13  -:  2  z-  C  -4-  c  00110--5-153235i'  L  1221  -'-z  .21  110  10  204.  ^d 
10  02  "1  .052  33  :,  22  13  2-  12  0  e-  0706  11  1  14  23  24Z532  --  00208 
10  0  2.10  31  IS  IZ2S239"002  Ol  532121,12  08C2  3------  5  21' 
--  ------  --  --  ý_  ---A.  --d.  ;  -= 
---_,  ý 
ý; 
----:  --  -Ulu"  ---  -3  '1  ,IIIIr.  ac5 
.2  -1  002035  33-  41255  11  S5  -0  040309 
10  C40C 
_3 
5  -7 
--.  -1  Z  -1,2, 
-3 
2  -2  -  I'D  090  -0  1004-C  73  3  24  C  --,  ---)020  5 
10  05  .;  -  j-Z  IT  --4----- 
00  10  3 
1  0C5-  :!  -'  :z-  z-  'z-  «ý  --2-  --  -1::  -,  -  --  '%-'-902eN6 
10  0 
-, 
3  2J««:  2ý--  2' 
10  0 
2  2'  2Z53223C809 
10  080C  3--  2020  --  04 
100900---::  1-::  222 
100900  -51  -55  22,  -  -1--  32  13  --',  --  "  -'  -'  -0  --"  01205  .  L.  --------,  - 
1011)  0  ---  5,1-  1---  23  21  3  112  C)  a06 
10  10  03552  --. 
10  »,  1  ",:  'Z  Z2-,  -.  22E40  '-'  3607  1-  2 
10  -.  11D-,  :Z-.  2,  ý  -,  -"  'ý  =  :Z  -'  IZ  --=  =rý  Z  :..  3  01  C)  3 
10  12  '334  --  -;  23  1-  2  -- 
-'  -12 
--  '  22  55220  10  3  121  0 
335  1  0  "-  2C---5 
-2  41  52525  --1  -2  -' 
00502.22 
0  13  03 
55  15  2  55  1Z3 
-' 
Z  :Z-?  0  -,  -  080 
-r-  03 
1013 
-- 
0 
--; 
5'  -  -,  15  '1-,  '522  «'  -!  ''  «1  5  C,  9  -  00  5  06 
j0  --,  --'  035  --.  66  27  -- 
--'  222 
2  33  --.  ---  '2  -- 
27 
-- 
--  -D  70905 
-- 
2 
10 
-',  4  13  03  E-  21-  62732 
1--  -'  -i.  2  --  11  5  --  '  -'  '09-00206 
1015003E1-529125253-111.:  15540-4010708 
lü«jý-50035-'---2j33'4--232---2325---0':  ý060708 
101900  j51629123e.  233'«---121-:  3-0'7081001 
10160U351629-3-21-2-5,1-3241-11312--1-0090703 
1017103  51E3  01223  2 
-3 
3232  22-33-53  Cit)60908 
1017!  C351630352--')-'-5255-515-5: 
-O'w05021.  j» 
35  L  63-i  31  32-"-1'  2--  551  0060201  10'-.  8  10  5 
41--DOIO-Dog 
101.910351532314:  --55-511  1334-5C1060812 
101910351532352-1512  451-4-3-702090511 
1020003-2-116331221--511.  -1215112111100308112 
102000351633351351-51,5-1--1315:  -511U090205 
102100351634313---3-'-2«-'-'. 
-1-14--:  t1.5040603 
10210031-51534111441  51  -i'  11  1  09'-  10710 
10422003  15  15  3  523  IL  1-3  3-'-  1233  1141-  3  10070803 
1022003516352313223234-11113209101202 
102300357--5-373212-9--1-3253211402011110 
102300---:  D-637341'ý-'  lz  C9-.  0  C,  3,3  5 
10  2400  Y5  1.  --3  36  1-  3  22  35  -z  5  '-  1-  2  1--  20708L001 
10240035-2-9362332213331-1-1-1-0010510-12 
10  250033:  1-  538 
---  2  '-  5333  15  5  -*-  -'-  030  -7  0801 
2323  2  4Z-10 
-0 
1025-5003-  1-152-3-83511-  --50204  -L 
10  25G03  -'-  1555  --- 
83  1-  555  2-  1-  1-  15-  5508  10  0  -7  06 
10  2G0C25  15  382  521  zi-  523  7--  --:  -! 
5EC  19  21-  00206: 
10  27  '-  0  355 
-1  55  319  --  iL  22  2 
-1  --- 
555  5 
-' 
2 
-' 
0  12  0209 
102710351-5393  232151111414-555:  j9020-3-12 
-_o 
4-  C501--l-I 
2"  21  0804122CE 
2  4-33-  -14  124-  J'  2  08  -0 
'-!  -!  2-  12-220-1020E 
42  --  S4243  V- 
2,134  02040C-" 
Z----  ---- 
223206  100  11  2 
25S3"0 
_3 
04  05  --  -- 
50020  ---  C 
Z: 
1--22:.  234131110208-1211 
'-  -  -:  -  -  1123521-0  705093-1 
112  52  4404  '#  5V  "E-  ) 
25  13  15  11114  0Z020E8 
2  21 
-3 
2254334  122  C'  --  13 
-'4 
13  22308C  22  1C 
-'5251-02010- 
1,2  3  11  323  14  0  7/  040  --  -I 
1 
-- 
IZI  12.2  12  .I  111  12.0  6  %1.5  C  27 
;-  --*  15  1 
-3- 
2 
--- 
232320  3'  12  10  CI 
1 
-- 
--  2  I'l  3  ---  13  1122  0  10  3  0,1-  C  15 
23  212153  541211.0406.  -15 
2-221431105060212 
25432244332  0'12  05  10  1-2 
! 
--2373424333220ý120811 
113-1542244342403050910 
222-22-3,3422113110905%'M 
152  54-4-A-555152021-01-2-  1 
11-2-,  -'-4---21-14155130SO60P---I 
2-115-3345)21S35302081012 
115  54  02  '2 
. 
1413IC40SU--- 
3-  5315515011208-10 
"-"-12::  '7-12jj1110702C4 
2-2-1-1-2232332424-02051110 
il  2m-  0  2ý--2221213232C806--- 
-*21  '205CE'l  2.1223235331J.  - 
-j- 
Lo  -,  -  =:  -  1"  51443-  20:  S05 
2  --'  --- 
5  -::  53  55  5345020  0'  1  "'  -I 
13  3  11  -  -Z-- 
33232020-30-'^ý4-  ,  2322 
2 
24  13  23-%J-  -0 
1' 
15  3  111  -1 
10  16C  10 
'I.:.  -  'ý  -....  Z.  =..  "=,  -  .Z 
332  22 
2 
Z  ---I^  ýz  4.  -w 
35  2c  -: 
22=13 
C-q  -:  -  -7 
15  11  Z35  15  01421 
3 
-7 
1  '-  --'  '-  2  15  12  S7  32.,  -- 
-- 
S2G605Z 
25  12  -5  13  ---  '-  -.  -0 
--  D  '4 
12  3  '-  12  C  Z'  5 
253':  '1  8  --  2  11  -:  ri  C 
225SI12-I  12  C' 
-3  -'-  -12  --*  -'-  --- 
I  13  22  . 0'  ý,  ýa  ý'  -.  :I 
33231 
33-  -'-  2,  -12  4-  3201  -1.2  0 
--- 
--  -- 
342343-2,1123-2102-04-:  12, 
32 
34  ,27.,  '13  251  --  207  C3  '-- 
3  33  33-  32222440E0  SO  C  4. 
34S  -'-  51  '-:  2244  --  02G 
13  112  -1-  2  4-  2  3-  2  4- 
13  47  114  3  14  30C7 
14507  0435-ý  342143  'L 
35554-3-  '--:  ý2243  lOGOS'V  -  -2 
I12  -00-:  ill  3341  1-  21  041 
33111151' 
-51  115-52-090605- 
-2 
31  '-  33--"  33'  09"  004  -S 
325111-41  1 
22323  '--  222.2  4340  10  6 
2332322  23  2330S  -3  9  Cl  2 
12  01  15  4  '31  22-  3  ---  I  :)E 
3  '-  2C  3-  CI 
2  12  523  -'  223 
33  -1-:  12  5305 
I  '-  1  2,4  22C  0'  2CI-.  -- 
335  122  -12  113  3  --1  9  --  0C3Z  ý-: 
2  '-  2  7.2  31  20',  03Z 
242  15  52  0'  5  C:  I  32-525 
03' 
L 
C 
C 
C 
C 
C 
C 
C 
0 
C 
C 
C 
r 'S 
C 
r 
10 102800351540233132112554203080706 
1028003511540344555215115509071001 
102900351541312145.27.111131.10080903 
10290035154-1251442524113102091012 
103000351542335422211555508070604 
1030003515423514534452.15509100205 
1031C035'-1543141121412.512307081005 
1031003515433  3431425111509101105 
103200351544123323341323308100307 
10320035154432222212211ý-1-1-090605  21 
103300351545315555111115501080710 
1033003515453  09101105 
103400351546232412111514506070810 
103400351546351132125115509100603 
103510351547214231311143205080701 
103510351547352  215151  540910  05 
103600351534334443441224308010912 
103600351534333254425135509030207 
103710351533111232111123201060803 
103710351533352542242115509100807 
103800351550232153422231303110501 
103800351550342431334114405091002 
1030110351551314414321515301080910 
10391035155135115215-53135509030210 
104010351552324142211255407080306 
104010351552352551545115509100502 
10411035155312133422.2545401061008 
1041!  0351553233441452343401080705 
104200351554242225111415408060702 
2.042003515543525541151144110090706 
104300351555332145213523303070206 
10430135!  555321145315113309030210 
104400351556332552511555508100709 
104400351556355113215115507091004 
104300351557132243332514410080306 
104-500351557311555525123509010207 
104910351558131151351313110020308 
104610351558351551124113509061002 
10470035155912112111125!  106030807 
1047003515593512123151155091002041 
104810351560333225321524308030704 
104810351560333224224113509100307 
104910351561121243142324106120201 
104910351561351151215115510050903 
105010351562232213221554304060812 
105010351562354553445125509051008 
105110351563121112111511:  --08070311 
105110351563351112225115509100304 
10  52  0035  110  '64322434322552307011106 
loS2003515o'4333443435113509101107 
105310351565111232111113107060110 
1.05310351565312311342234101040608 
1054-1035156162234  32.51123408011006 
105410351566351343425114509100207 
105500351.567142334423413210020712 
105500351567321211123111409100411 
105goo3S1568332111411S55504090807 
i059;  003--51568355551155115509100605 
105700351555te90324313131  4350804-0603 
1057003515.,  59341143234114509100305 
22551343322150804071.0 
111411151122112080605 
214111121421112081101 
111131551541102110803 
221522432322202103.108 
111514141321111120206 
314522314542407010506 
221114131112202060310 
222322221322202100908 
221222121221211060407 
3  01041211 
1  02110501 
313512122511110121106 
111323141233202060801 
141532442  12310020811 
221  32  23  1  121011 
322532443422501040708 
123454141331106101211 
322532343243305010907 
121233121222106120810 
313323423213410010704 
111212241331201080204 
313323422533304071105 
115422133231211011009 
141544351515302081012 
111434441111211020812 
235354334323401070810 
211234  34124306050108 
314552412433401070508 
1111511081001 
324521313551207051112 
121214341341204020811 
315311352332501040511 
131411151251102051112 
313523143555101120604 
214412151331311060801 
131S11551511510050804 
141515531511102040812 
312511123411304010510 
115122251551501110803 
223432223332301051106 
111211232221202031106 
313111423S42405030104 
331315124342302070504 
241112424513502040608 
131  34252322302081012 
213511215151301040709 
3111311.21313101020305 
2125135443444'01020406 
22131  12  221101060811 
315121312141207110401 
312314232  41104030506 
313213334432504010711 
112531322232305110112 
3232323-11432112070801 
211312521313402081004 
121531152111110050201 
111235141151!  11120906 
314213123132304060109 
111311141141111120504 
3221332111525090607-ý 
3455232311344090612, 
dj  31111213211120902"..  1-13 
115111315122201090-,  0-' 
21  11221211  5140qO80101 
35514114113411203CE,  '-'-'- 
11541434345140104%'d'20-r. 
34514111134320608u^30-j 
222112231222204091-203 
33112122122220103050S 
11  01080406 
3  12050806 
3121131-32322501040603 
331552111111210060809 
223113212145  030709 
332142  1235111207  08 
224334225444401060407 
311353131132208091211 
323321221253508050301 
232132322132112070211 
113314122312301061004 
351341132334102060512 
322122111234309110308 
311242112243309070602 
1144133444133010410-'-l 
345253151335108120603 
11233155  4324010805C7 
342354333454501050708 
1322134351415110401003 
334515341421112110106 
321231133145305090602 
135213122124104120609 
311231211151502050811 
351252151113112090206 
315215332155509010403 
225552411134108120709 
311312111151107040901 
21132511.1151107110106 
211211208120107  315151d. 
312223332242501080409 
344242313323107120310 
113514131214511010804 
312152131.  L35101030612 
114113132151501060811 
33523414111221-203060912 
11251112-1-231408040111 
311251111121106080910 
0 
0 
C 
0 
0 
0 
0 
0 
0 
C 
0 
0 
0 
0 
0 
0 
C 
C 
C 
. 
c 
c 
c 
1133444334424  c 
345142123445209060307  C 
325121112111107050912  C 
215423332333201040812  C 
224353132123209120802  C 
3132221321324C9060103  C 
344332221221208111206  C 
2131113,  &'1451501030911 
335lIll2l3llll2OeO5O6 
013213  13  1344404060804 
345151.112234112070308 105810351570213222312-554301070308 
1058'A.  0351570222312535115509100402 
105900351571223133421553  10803  1012 
105900351571352541315115509100705 
1060003515722231223  11111ilUU8U9  12 
106000351572351155421ý551109100203 
10610035515732412421223  234  07060805 
106!  003  51573  12423  5-3  13  123  50  9070801 
106210351574122142233213310071204 
106210351574232232134132109120605 
109110351575325555251115508100906 
109  3103  515753  53  555555  115  50  9  100207 
2001003516453333113513133 
2001003516452441551351155 
2002003Sl5l9332243422323403070208 
200200351519123355322113209100701 
2003  003  5  15-0422213  252  1113  308  100  90  3 
200300351504212244335212112100103 
200410351505334435221552108070106 
200410351505  344424451355090510 
200510351506111131513221207110208 
200510351506211155532115509021007 
200o-003  5150712112233  2  1213  0  9020308 
200600351507351125531113308091003 
200700351508342112122111410080304 
200700351508341555531111502091011 
200810351509131123132111102070908 
2008103515093  22  11  09100305 
1A  20091035164612113453  412502031011 
200910351646323545434215510010702 
201.00035164-7151121111551303110806 
201000351647352155314115509100307 
201100351648152135554111403101109 
20110035164815551--')413311107111204 
W.  01210351649312252221222408011110 
201210351649345555  23113309100711 
201300351650321155311113410060708 
101300351650311113344124509041001 
20140035165lld'll2l2l2ll5302080310 
201400351651331143334112303091011 
201500351652312235411413507011008 
201500351652351131455115105100902 
201610351510121152311511308071002 
201610351510321124  11124-509080703 
201700351511324425421555408010704 
2017OC351511351151455115509100305 
20180035151832343311-2314307081001 
201800351518313321215115509100601 
201.0100351503131242532411410030511 
20190035150335312132411.5509100507 
202000351517133333541113109100812 
2020003515173!  1151.345111509101103 
202110351516124112211511107100803 
20211035!  516343452415114309071005 
'02"-03515!  513121453131120810!  102 
202  (11035'A.  515351121355115509100203 
20  A1310351514133242111-3-34  1010-20612 
204'310351514  351141345-1211509051203 
202400351690132112523411111021209 
202400351690:!  1113.  'L215115509010812 
115c-  1114  1511204  050806 
115  d.  d..  i  211251221111120805 
141543251113209100212 
112321131111211100506 
412411413b3lbUIU50411 
121  11541415405080210 
223423434  34  34  02060  108 
123221332213205101208 
3234  134  233232  12040710 
223412432321111051203 
141543541511110021112 
111-33  214  122111112020  1 
3151155151515 
2411111111111 
313513323541304110107 
123335531222208121110 
312122322321303011105 
141224111331211080207 
334512233532304110507 
121334  32251211020905 
3  1111111555  1101120705 
121115111111112110806 
332433321412108101211 
112221341323308050102 
31-1211213  5253  10051-202 
111512551551501020811 
22  22  22  5  112080501 
221232  222  102040812 
31134345213350201100S 
235312523223304080910 
1  '1115351211  15 
EO 
-  . 62100105 
121331211211108101211 
315515515551101070412 
3  15533425435501.07 
31352252353  301021105 
122322551111111081012 
151133443512102100811 
111213111454306020805 
121511332313310030209 
111311121111102050608 
313512151555101041206 
111455131411201021106 
221521233342205120106 
115313411111111120801 
313322533544112010507 
311331113221407040501 
14'15131414  !  1208021011 
1241121213.3  1211080601 
32S4314213313!  1050807 
151325131131102060812 
3  31513134  S  54  10,2120604 
121223131144208020609 
315111221221501040510 
3  1243  312113  1.30  1061109 
3  I-c  531113  3  2110  1070605 
22l3l3lil222202080607 
141514131511110120402" 
111545111111111120208 
311511532151505010912 
111312-122  1213  106020112 
11331222312213080111 
355441121224105121ý  '09 
112213212424101120704 
3311411214641206'  1  0602  22 
2--4215115153504090-,  Oti 
312311424115510090104 
1222113243312110534. 
&.  2 
3434421211242080602C9 
223213334243304001'"J3 
3222323233324112090811 
1144134515225040108'--1 
1234153251412C91-"071  2 
3111143313525 
3331311111115 
322113121122306090402 
332224324232204070911 
1243111322212060'205'--l 
322342223321311070110 
212313241223301040608 
125432323123205121007 
311111111114101020403 
351151111111107090603 
321131221213205030210 
321122111233303080207 
315111151551504110608 
322431121142112080501 
11-1-2  32  22  01081-00-7 
3  11-1-1111.11111061OC703 
313133443342401-111C209 
331435342353502040308 
321121111151509110203 
235123331132309080311 
31-54135445513040111 
115353313113501070910 
324133134111106030912 
3132531111212110800'09 
312111125123509050311 
311343211221108121102 
311121111111303010509 
331131333333112010507 
3511311312511 
135411131451111040701 
313122332141109031208 
211331131112201080910 
123213232233401040302 
345351352334305080603 
313112113123409040611 
123313223122200,1101211 
312131211154507080906 
114213414234407040103 
311222112151309070611 
311151111111109080203 
112314221231401040811 
33415123112120905"09 
321301110403  1130115442-1 
3252511122431070605  &.  2 
131141221311511030609 
344143431421112050603 
1121121111213 
33513'41.121234.1#03060511 
0 
0. 
0, 
0. 
0 
0 
c 
0 202500351ý696141222431111110091211 
2025003516962111312151'A.  5509010812 
202610351665121152311511308071002 
202610351665321124  11124509080703 
202700351578311511.1-1.2551107100608 
..  02700351578352151555115509051002 
3uOllO35l5773'z4244342444408030106 
300110351577342222244124409100402 
3002!  0351576122223411343507081002 
3002!  035157635'1.253355125509030210 
300ý1003510-4013112121'-1233307020810 
300300351640222233323112309100711 
300400351641314453242424401060810 
300400351641233433232213410090806 
300500351642122343221222301060708 
300500351642343233323114309100306 
300610351643322244331424408010210 
30()610351643332421314114405070910 
400110351495313225231215308010704 
400110351495325231455115509100503 
400210351666123224522214501071012 
400210351666352452  44115509100502 
4003103516o7224432321413208070601 
400310351667343341324112309100511 
400400351535131112321111104081109 
400400351535351211311111509071110 
.  00500351536332223341215408100304 
40Cr.  -00351536225432315112509100705 
40060035"4.537'Ll3l43511555307080112 
411,06003511--37311113315111109021012 
400700351579324432121213208101206 
400700351579332131225115509060310 
400810351580121122312533108010710 
400810351580355411455114509051004 
400910351581122322311522101020510 
40093.03, 
--)1581351511555111509100502  401010351582114433153311301080604 
401010351582351154555115509100203 
4011103:  ')1583112222331223110091208 
401110351583355252555155509050310 
40121035158413223333135 
4012103515843 
401310351585211113411'L.  13310091201 
401.3103515851:  -)5341233511112081011 
401410351586321131311121203080507 
401410351586311132235113509031001 
40',  -510351587313322212112310070106 
40'-510351587351143134111109!  01112 
401610351588313322111535501060708 
4016103:  -)1588333351455115509031012 
40171035158931322423  224401 
401710351589 
40161035!  5902'ý11332512222301080910 
401AJO'  35159012.22211111121111060501 
40).  910--,  SIS91315544141i.  15508100106 
401910351591351151555115509100302 
40201035159232244521152110701'LOO8 
4'V,  4101035150231111125ý-:  -115509.  'L.  00-,  'O5 
1;  0011,0351493!  2331242--,  J'222071ý20804 
SoGilO.  351493312442223114409100106 
'11511532151505010912 
111312321213106020112 
221521233342205120106 
115313411-111111120810 
315512113533507010412 
11153533'A.  1'5302081110 
324422343432404110501 
122423232342201021112 
324533524454401070405 
1-154233425-75501040805 
3--3221323333207011112 
111111131111101020811 
.  34-344333212100611 
122321131242112050601 
31"341-1-122222204011207 
111322221121101021112 
314212323343401030405 
111322131221112061108 
141531231&.  4.12402080510 
121414141321211060208 
313511513543101040507 
131523551431311020812 
3  15  21  )3101040712 
111111551111-112110802 
31,114-1-1  22242205010402 
121224131111112110806 
1415114-5-11511108111205 
111331552341311020105 
314232423353405110401 
112422121321104081112 
334111314531505110401 
121215431131108091112 
1415-52451511502100811 
111221551131202011108 
312511153131110050806 
1155155515SI108111201 
1'52554252524502060810 
221333331333212110201 
313541212311301081005 
13131314123140GO20411 
312512212422401040708 
111231221121112090801 
31-2321132212310060811 
1.11212331333305060811 
151551551515510050208 
131244551511112110208 
323112111412204031006 
313212121222201060804 
3155-35113541101041207 
21121111114111111120910 
312541134511106111205 
11  12174114112!  0"80204  w 
3145222314331.12071005 
31221231233320IU61204 
1-121121111513010609-ý-z 
33513212123430306051-' 
313122332141109031203 
3113311311122010609-'G 
11331433135150104087-1- 
335355151515309040713 
332232222234408090602 
33424224222420608'-1:  05 
1152'13555554504010-05 
322451-551353101020EI2 
321121111132502060709 
342,23222111210609'I'Z 
22343423322240601090r- 
345354333434302060-108 
3221221211222010100604 
333241221133112050709 
112213331231201040611 
334323313243407090411 
123123542135509030104 
321432114513410020705 
1-134-'44442525010400-11 
321552112233302070411 
311322552445102081203 
311122111141509080706 
335111111112408091003 
111212233312201041002 
3251541311232090606,13 
1134123413.31201090811 
311331311143101070905 
114212221243SC4090601 
331132133452106120205 
324221232423101050307 
221445113113307091211 
321132111151502070511 
312142331331101020709 
114123333333304010506 
115111111115101050608 
124412333333304010506 
344443222435207060805 
2322333  1111 
3 
31311114li535 
331131334111211100107 3 
311124421143508030709 
333142111144106070809 
312452321335408090112 
322142211111.2110070812 
313131121135508110706 
345351111155112070508 
0 
c 
0* 
0, 
0, 
0, 
321112222121103040911  C 
342232211222107081209  C 
114113341351104011103  C 
23134413I.  A.  III106072-202  ( 
221111111121511070504 
355551153.215107081112 
31141,291.111112101040512 
311122222432303120801 500200351496133223321113210080902 
500200351496352151355125509100503 
500300351699132353313121302110710 
500300351699311133424115309100102 
500,10035119731335551111-5108010712 
500400351497351155145111109100311 
500500351498313422SZ2111510110801 
500500351498352422445114509100512 
5006003516631222222222'-2208091002 
5006003516633515514551--5509020510 
5007003515011511  1411  52302030106 
50(ý700351501351253  35124509020710 
600!  003515933232451224!  5501060803 
600!  0035159333435344511550910 
600200351594322113211112207100911 
600200351594342344234112109101211 
600300351595335254341414510080309 
600300351595244455535145509071002 
600400351596312253111223501060708 
600400351596351152232111202030910 
600510351697123442412131111120705 
600510351697351151!  551!  5509051002 
600610351698313344222425501070802 
600610351698351551155115509100602 
600710351512334433153425306100407 
600710351512342553444233509021105 
60080035159731!  lliill!  15506090101 
60080035159735125!  45514-'-502030509 
600910351598121132331454502030801 
60091035159835225242512SBOS060911 
6010003515991511  311111308101207 
601000351599321143  21115  09100702 
601100351600121142211113310070908 
601100351600352454234111301020304 
601200351601.1511  311111308100307 
601200351601323143322115309071011 
6013003516021241231232!  1206091012 
601300351602323132212222209071101 
700100351603313322222424401031006 
700100351603322333322134409080605 
311432331123202050811 
112321431121111120801 
313321514532501070411 
1212115521122202081112 
1.51-  351  F3l  551  ioso2.  n8o7 
1135115311112110801-04 
2223234422234091002r. 
-  'S 
1IS512542222304010809 
2225-52332242201090711 
11141515111111108120- 
31352  13  3  307011003 
32122  121222202060110 
1515454535125 
1115415515551120102CS 
221522241122202080910 
32'.  (.  31231214330709040-1 
1515325515123020805004 
22123535343340203110'-, 
131532551512202081005 
12212222122110803111-2 
3125111321333090104CS 
131112541211102081012 
152533443523408100205 
213312322332301041108 
2243325335334050107-1.0 
129.13224  133310804101' 
1515513535153100502CS 
111433-1541555501020508 
32352322452130102101-2 
314522523555401040507 
31311121  531112110701 
21111111112310605120-1 
313312314541111120401 
111321231122308050201 
31311121,91.531112110709 
211111111123105011206 
322322322211112111001 
121332131122108021206 
312433323523301102.1112 
123323132322206081211 
1122221112222080104'29 
3222413311122057-008---- 
1-15213  3  524 
-54  5010405  03 
3251-23111152108030?  1-1 
t-2212'1232534040'-70-101 
35:  1251111555108060-12 
1144  1343  33,3 
2220. 
A. 
04  lZ!  3 
2  3  32412-1-1141221020ý30ý 
5-11  34  3314101-34--  012 
3522,2522525222081-20213 
11331332  22101121004 
32225  413  208030612  0 
355-14534524451-12080506 
11321232  2112043-101-101 
321142111211108101107 
3,24243223233409030607 
334355444113410090311 
113211332213204100105 
331251212355105071202 
1121145-:  55322201040312 
341224121-123306080902 
113313232322201101204 
325:  -,  52223435202071106 
222114233,22'425'ANI-0809 
3,15A.  5333123--'108090504 
332335355354502010309 
32-Zll331';  323303040708 
321314423  53  01020407 
325352252  35202040711 
311212211142101040912 
311141241125105080112 
3252311111214090-*0807 
31-11342111241211070806 
311211111142101040912 
311141141125108051201 
1112122 
334341121233205080902 
123424333443404010609 
342222221322308050712 
0- 
0: 
0-' 
0, 
0 APPENDIX  G w 
ED 
0 
64 
PC 
Q 
H 
W 
z 
HW 
94 
0 
>4 
E4  U 
64  ý14 
D  04 
ow 
w 
C', 
>1 
0 
0' 
4) 
di 
(1) 
-1 
0 
a) z 
tol 
13.4 
L 
>1 
LZ 
F-4 
Id 
14 
-ri 
P, 
H 
04 
. gc 
0 
0 
v 
to 
G', 
ýi 
4-, 
0 
4-4 
-F4 
r-4 
C) 
Irl  1 
r4  1 
Co 
. 
p;  i 
.. 
4  1 
M. 
(Ij 
>14 
41 
w 
z 
0 
0 
C) 
>1 
U) 
.H 
10 
Q) 
r. 
04 
I1 
II 
x 
F4 
(D 
It 
La 
4ý 
IT; 
0 
u 
>1 
ul 
CL4 
tn 
0  r 
dodo 
V  4J 
. 
I  D.  pi  1  914  1  Co 
1 
914 
t77 
r-4 
Id 
0 
ci 
00 
$4 
E-4 
Z 
0 
IPZ 
le. 
I 
4) 
.  f-4 
41 
.H 
ý4 
.Q 
0)  ro 
:1  04  Q)  :3 
Ef)  En  z  Ef) 
41 
F-A 
ý4  (0  -H 
it 
>4 
rA  ý4 
0)  .  0-4 
.  ri  CP 
po  ý4 
04 
4J 
.  r4  Q) 
M 
4J 
.  1-4  4) 
I  u 
41 
i 
r-4 
*  rq  to 
Cl)  En 
I  +j  0% 
p  fu  c 
$4 
r4 
1  .3  --.,  ;.  j 
0- 
4J  41 
-.  to  fo 
TA 
f-I 
ý1:  ýi) 
U  4j  41 
'Cl 
3;  r_4 
>4  th  m 
E 
--a 
0 
0 
ra  %io  $4  :n  0) 
iD 
*  --i  (A 
>4 
1 
$4 
Tj 
0 
4.  )  ou 
ti) 
u  a)  ri 
-4.4 
>.  I  4J 
ý4 
r  00 
u)  ti)  4.  j  u 
ý4 
(a  CC  it  C"  (D 
00  ý4  CA  U 
f 
.  r-4  -el  .,  _j 
a 
>1  41  ý4 
ej 
41  41  41 
000 
to  C)  ý4  ý4 
-I  M  ý4 
. ý.  3  0  04 
14  L4  frjo  =1  0  ýi  ro 
4J 
C) 
"I  ý4 
41  4.  ý 
.04 
10  4)  4)  c 
.  r4  -0-4  ý4 
> 
ý4  ý4 
>1 
UN 
41  4-)  0 
(1)  (A 
.  r-4  -1-4  tri  r  1 
4 
F 
0,  rl  '.  4 
ý.  4  o 
o 
. 
u)  fil  0  4.4 
4-1 
00 
ý4  ý4 
r 
>1  *J 
$4  0 
0 
$4 
0-4 
000  :3 
45  45 
.  41  ýj  cn,  0, 
Ca  ý4  Al  El) 
:j 
0 
0 
r(5  ro  L) 
%1)  (1)  =  ro 
rz 
>> 
.,  4  .,  4 
To  Ts  o 
r-q  5  ý4 
a,,  o  go  - 
0 
'o  ý4 
fil  4J 
IV  Ll 
41  &.  )  41  0  41  - 
F. 
r,  r0  OLI  ý.  !j 
(A)  (1) 
ý4g  "r-)o 
,6 
01 
...  4 
" 
41 
ý4 
w  tý  Y.  0V 
500  4) 
a  (a 
C: 
#-4  44  0-4  4) 
.  r4  ej  0  go  M 
$4  tj  (A  V 
-r4 
V 
c:  c0  at  U 
4J  41  cC  4c 
%S  rl-  4c  -.  4  W  rj  41  LA APPENDIX  H W 
0 
0 
lz 
P4 
4 
010. 
7 
F., 
ni  x 
>I  I 
o 
4J 
(ID 
(V 
-1 
0 
(V 
rn 
0 
W 
01.1 
+2  CfN 
fo  Ll 
U  4-1  4j 
-4 
>4  Ll 
ý4  Q) 
fl,  Ul 
C 
ý4 
LD  Ln 
Cl) 
2 
IV  43  tn  I  (a 
U  4j 
U 
Q)  U  a)  J-  44  p0  >ý' 
:  24 
ý4 
00 
LA  En 
00  ý4 
.,  I  .,  q  .  -j 
ýý 
41  41  0,  , 
--  q) 
(Tj  fu  rA  >,  r. 
4J  4-)  LO  4j 
(A  00  C4  0M  C)  ý4  ý4 
7:  1 
4J 
>> 
00 
73  Q)  Q) 
4-J  jo 
M  (1) 
-A  -A  tl),  -A  -0  '.  'v 
o4 
Z$  lz  :ý-,  -r 
Q) 
()  0 
vi 
ý4  ý4  C  14 
m  c")  o 
(fl  ,4  ro  ý4 
a0  (1)  0  -:  j  :1 
41  -ýj  Ln  4-;  4-)  Cr, 
ý4  10  (n 
::  f  !ý 
c  (V 
a)  (a)  75  T; 
>> 
tz! 
41  4)  4j  0 
ý4 
Q  a) 
,  ý..  ')  i6 
-0  -0  uw  it  x 
th  (A  4-4 
0  ri 
ý4  14 
Cl 